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I | Qh x Panel: Bronchopulmonaty diseases 
WU, Report on test of communication methods 


Volume 49 


NEW MAYO CLINIC VOLUME 


The New Mayo Clinic Volume is now ready, in all its clinical 
helpfulness, to provide you with the work reports of the im- 
portant medical and surgical developments originating at 
this world famous center during 1957. Always in the front 
rank of medical progress, the clinic last year produced ad- 
vances of inestimable value to all physicians in their problems 
of diagnosis and treatment. The clinic’s investigation covered 
practically the entire body—Blood and Circulatory Organs— 
Alimentary Tract—Genitourinary Diseases—Ductless Glands 
— Dermatology — Head, Trunk and Extremities — Thorax — 
Brain, Spinal Cord and Nerves—Radiology—Physical Medi- 
cine—Anesthesia. 

You will find a host of diseases and conditions common to 
everyday practice—together with practical advice on under- 
standing, recognizing and treating such disorders. 


A few of the articles in this year’s volume are: Manage- 
ment of Esophageal Hiatal Hernia; Pain Patterns in the 
Diagnosis of Certain Abdominal Diseases; Chronic Pan- 
creatitis, Diagnosis and Treatment; Office Problems in 
Urology; Management of Patient with Anginal Pain; Treat- 
ment of Congestive Heart Failure; Sarcoma of the Mam- 
mary Gland; Neurologic Emergencies; The Concept of Early 
Diagnosis in Strokes; Management of Third-Degree Burns; 
Translumbar Aortography; Postbulbar Duodenal Ulcers; 
Raynaud’s Disease; Newer Concepts in Therapy of Hyper- 
tension; ete. 

You can safely depend on this highly authoritative book to 
give you vital new methods and techniques. 


1957 Collected Papers of the Mayo Clinic and Mayo Foundation (Volume 49). 
By the STAFF OF THE MAYO CLINIC AND MAYO FOUNDATION. 
827 pages, 6”x9¥,”. 238 illustrations. $13.50. New—Just Ready 
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ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief—with less intolerance. 

The analgesic and specific anti-inflammatory action of Burrerin helps reduce 
pain and joint edema—comfortably. BUFFERIN caused no gastric distress in 70 per 
cent of hospitalized arthritics with proved intolerance to aspirin. (Arthritics are at 
least 3 to 10 times as intolerant to straight aspirin as the general population.') 

No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for pro- 
longed periods will not cause sodium accumulation or edema, even in cardiovascu- 
lar cases. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids mag- 
nesium carbonate and aluminum glycinate. 
Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 


release" 
paln 


in angina pectoris 


new Peritrate with Nitroglycerin 


brand of pentaerythritol tetranitrate 


for immediate relief of the acute attack 
plus 


extended protection against subsequent episodes 


’ How overlap effect of Peritrate with Nitroglycerin 
extends coronary vasodilatation 


PERITRATE 


A sublingual, hypodermic-type tablet. Disintegrates completely in less than 5 seconds. 
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629 
panel discussion. 

Moderator : 

Moines, Iowa. Panel members : 

R. Brothers, D.O., Los Angeles, 


George E. Himes, D.O., Flint, Mich. 
Pregnancy complicating diabetes mellitus. A study 
of pregnancy wastage and fetal mortality. 
James Carver Mace, A.B., D.O., Detroit, Mich. 
Notes toward a history of kinesiology. Part IT. 
Philip J. Rasch, Ph.D., Los Angeles, Calif. 
Cancer of the tongue and floor of the mouth. 
William L. Tanenbaum, D.O., M.Sc. 
F.O.A.C.R., Detroit, Mich. 


641 
645 
cases. 


Jane V. Hamilton, D.O., 
D.O., Los Angeles, Calif. 


Published monthly by the thic Association. 
Printed by Pioneer Publishing Ne ication Office, 100 
S. Kenilworth Ave., Oak Par! atrial and Executive 
Offices, 212 E. Ohio in. Subscription $10 a year; 
single copies $1.00. Acceptance for mailing at special rate of 
postage provided for in Section 1103, Act of October 3, 1917, au- 
thorized August 31, 1922. 


1879 
ALL CORRESPONDENCE SHOULD BE ADDRESSED TO 212 
E. OHIO ST., CHICAGO 11, ILL. CHANGE OF ADDRESS: If 


— clip “addvess from mailing envelope of your copy of this — 


azine and send along with new address (with zone number if 
pon, Allow 5 weeks for change-over. 
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Current concepts in bronchopulmonary diseases. A” 


Stuart. F. Harkness, D.O., Des 
Maxwell 

Calif, 4 
Dwight A. Stiles, D.O., Phoenix, Ariz; — 
Donald J. Evans, D.O., Detroit, Mich., and 


(Rad.), 
Primary varicella pneumonia. With a report of two. J 


and Cora I. loos, 


652 Diagnostic culdoscopy as an office procedure... 
Arthur P, Shneidman, A.B., D.O., Los Angeles, 
Calif. 
659 Alcohol vapor in the emergency treatment of acute 
pulmonary edema. a 
Donald Boxman, B. sie D.O., Farmington, Mich. 
661 Case reports - 
 Comminuted fracture of femur in 11-year-old girl 
with multiple injuries. . 
Donald Siehl, D.O., Dayton, Ohio 
Kapos?’s sarcoma. 
A. P. Ulbrich, B.S., D.O., and Deniel Koprince, 
B.S., D.O., Detroit, Mich. 
Intramuscular i iron therapy. = 
Howard S. Friedman, A.B., D.O., 
N.J., Elena W. Parisi, DO, and Otto M. 
Kurschner, A.B., D.O.,; MSc. (Ped.), 
F.AC.O.P., Philadelphia, Pa. 
667 Editorials 
670 Notes and Comments : 
673 Activities of the American Osteopathic Association 
686 . Current Literature 
690 Book Reviews 


Entered at Oak Park, Ill, Post Office 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JouRNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 
2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct 
quotations. 
Ka The author’s degrees and teaching affiliations should 
given. 
4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 

2. Figures, charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front must also be indicated. 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1, Three copies of THE JouRNAL containing his article 
will be sent to the author on request. 


REPRINTS 


1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 


JOURNAL 

June 1958 a : 

: 

: 

: 
3 : 
: 

: 

| : 

| : 

: 

| | : 

| 

| | 

| 
| : 

| : 

| 

| | _ | 
| | : 


rta ndracin and 
to Bor, 


Arla, and 
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based on published experience in 4,279 meas, 


EDEMaA........... ...... only 1% 
PEPTIC ULCER....... less than 114% 


OSTEOPOROSIS........only % of 1% 
PSYCHOSIS....... less than %4 of 1% 


rarely seen with 
METICORTEN- undesirable weight loss 
often reported with the germatologic side effects 
more recent steroids 


and 
never reported with unexplained leg cramps, 
lightheadedness, 


METICORTEN- 
headaches, tiredness, 


noted with the 
more recent steroids weakness, anorexia 


1, 2.5 and 5 mg. white tablets 
SCHERING CORPORATION - BLOOMFIELD, NEW JERSEY 
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2 caps t.i.d. (dicyclomine hydrochloride) 


no atropine or 
belladonna-like 
side effects. 
safe—even in 
the presence of 
glaucoma”’ 


References: 

1. McHardy, G. and Browne, D. C.: 
South. M. J. 45:1139, 1952. 2. Hock, 
C. W.: J.M.A. Ga. 40:22, 1951. 3. 
Hufford, A. R.: Am. J. Dig. Dis. 
19:257, 1952. 4. Brown, Jr., D. W. 
and Guilbert, G. D.: Am. J. Ophthal. 
36:1735, 1953. 5. Cholst, M., Good- 
stein, S., Berens, C. and Cinotti, A.: 
Scientific Exhibit, A.M.A., June, 1957. 


Capsules, Syrup (plain and with phe- 
nobarbital), Tablets with Phenobarbi- 
tal, and Injection DEMARK: ‘BENTYL! 


Merrell 


SINCE 1828 


THE WM. S. MERRELL COMPANY 
New York CINCINNATI St. Thomas, Ontario 
Another Exciusive Product of Original Merrell Research 


NS 


ide) 


Enovid contains norethynodrel, a new synthetic 
endometropic steroid with strong progestational 
and slight estrogenic activity. The latter is en- 
hanced by ethynylestradiol 3-methyl ether. 

Enovid simulates the normal ovarian activity 
necessary to the maintenance of regular men- 
strual cycles. 


SEARLE STEROID RESEARCH PRESENTS 


BRAND OF NORETHYNODREL WITH ETHYNYLESTRADIOL 3-METHYL ETHER 


new oral synthetic endometropin 
for control of menstrual irregularities 


Acting on the endometrium, the vaginal mu- 
cosa and the anterior pituitary, Enovid therapy 
has proved effective in the regulative control 
of such irregularities as primary and secondary 
amenorrhea'-*, dysmenorrhea‘, prolonged or ex- 
cessive menstrual bleeding’ and distressing 
premenstrual tension$. 


INDICATIONS AND DOSAGE GUIDE FOR ENOVID 


SECOND AND THIRD 


of cyclet 


CONDITIONS FIRST CYCLE .° SUCCEEDING CYCLES 
Amenorrhea One tablet daily for 20 days to One tablet daily from 
(Primary or Secondary) establish cycle day 5 to day 25* 
Metrorrhagia One or two tablets daily to day 25 or for Same as above 
10 days to establish cyclet 
Menorrhagia One or two tablets daily through balance Same as above 


Oligomenorrhea 


One tablet daily from day 5 to day 25* 


Same as above 


Same as above 


Inadequate Luteal Phase 


Dysmenorrhea One tablet daily from day 5 to day 25+ 
Premenstrual Tension One tablet daily frem day 5 to day 25§ - Same as for first cycle 
One tablet daily from day 15 to day 25 Same as for first cycle 


*Enovid therapy prior to day 15 may interfere with ovulation 
and if this is undesired, day 15 to day 25 may be substituted. 


tlf the patient is bleeding when first seen, two tablets will 
usually control the bleeding. In some patients less severe 
bleeding may be controlled with one tablet. The dosage used 
should be continued through the remainder of the cycle. 


REFERENCES: 


1. Southam, A. L.; 2. Roland, M.; 3. Kupperman, H. S., and Epstein, 
J. A.; 4. Weinberg, C. H.: Papers Presented during a Symposium 
on 19-Nor Progestational Steroids, Chicago, Searle Research Lab- 
oratories, 1957. 5. Heller, C. G.: Internat. Rec. Med. 169:760 (Nov.) 


FORMULA: 


Each 10-mg. tablet of Enovid contains 9.85 mg. of norethynodrel, 
new synthetic steroid, and 0.15 mg. of ethynylestradiol 3-methyl 


*TRADEMARK OF G. D. SEARLE & CO. 


SEARLE 
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If dysmenorrhea is due to endometriosis, a special dosage 
schedule is required; Kistner suggests 10 mg. daily for two 
weeks, 20 mg. daily for two weeks, 30 mg. daily for two weeks 
and 40 mg. daily for two to five months. 
HellerS recommends one tablet every twelve hours from day 
to day 25 for two or three cycles. 


1956. 6. Kistner, R. W.: The Use of Newer Progestins in the 
Treatment of Endometriosis—A Pseudopregnancy, Section on 
Obstetrics and Gynecology, American Medical Association, New 
York, June 5, 1957. 

ether. Supplied in uncoated, scored, ¢oral-colored tablets. 


G. D. Searle & Co., Chicago 80, Illinois. 


Research in the Service of Medicine 
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ee 2’ RESIN PLASTER OF PARIS BANDAGE 


ready tO US@ just dip, squeeze and apply... requires half as many bandages as ordinary plaster casts 


correct drying action no waiting...allows trimming time, then hardens to full strength promptly 


makes more comfortable, better looking casts tighter, thinner, smoother...yet much stronger 


than heavier, clumsier casts of ordinary plaster 


makes more durable casts meLAcasT retains strength despite humidity, never crumbles or grows 
soggy...resists water, urine, perspiration, mold...remains odor-free 


costs less per cast than plain plaster specity modern, easier-to-use MELACAST in the new plastic- 
lined, moisture-proof package...another outstanding SPD -development. 


*Reg. U.S. Pat. Off. 


Producers of Davis & Geck Brand Sutures 
and Vim Brand Hypodermic Syringes and Needles. 


DANBURY, CONNECTICUT Distributed in Canada by: North American Cyanamid Ltd., Montreal 16, P.Q. 
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in each of these indications ~ 


for a tranquilizer. 


SR is a cardiac patient. His doctor 
put him on ATARAX because (+4) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 


Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (+) it lowers gas- 
tric secretion while it ili 


Asthmatic JL used to have fre- 

quent tantrums followed by acute 

bronchospasm. Her family doctor 

tranquilized. her with ATARAX be- 

a (+) it is safe, even for chil- 
n. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


Dosage: Children, 1-2 10 mg. 

1-2 tsp. Syrup t.i.d. cas 
tablet or 1 tbsp. Syrup q.i.d. 

Supplied: 10, 25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Solu- 
tion, 10 cc. multiple-dose vials. 
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bacterial 
urethritis 


The female urethra, surrounded 

by a tortuous network of periurethral 
glands, is highly susceptible to 
localized infection ...a frequent 


source of pelvic distress. 1+? 


FURACIN® 


BRANO OF NITROFURAZONE 


urethral 
suppositories 


are antibacterial .. . anesthetic... 
gently dilating ... provide rapid 


control of both pain and infection.* 


Each Suppository contains Furacin 0.2% and 


diperodon*HCl 2%, in a water-dispersible base. 


Hermetically sealed in silver foil, box of 12. 
1. Wharton, L. R. in Campbell, M.: Urology, 
Philadelphia and London, W. B. Saunders 
Company, 1954, vol. 2, p. 1390 et seq. 

2. Barrett, M. E.: J. M. Ass. Alabama 
26:144, 1956. 3. Youngblood, V. H.: 

J. Urol., Balt.,70:926, 1953. 


URETHRA 


postmenopausal 
urethritis 


After the menopause, estrogen 
deficiency leads to atrophy of the 
urethral mucosa with increased sus- 
ceptibility to infection . . . a frequent 


source of pelvic distress. + 


FURESTROL" 
suppositories 


are estrogenic as well as anti- 
bacterial, anesthetic, and gently 
dilating ... provide “progressive 
histologic normalization” as well 


as prompt symptomatic relief.® 


Each Suppository contains Furacin 0.2%, 
diperodon*HCl 2%, and diethylstilbestrol 


0.0077% (0.1 mg.), in a water-dispersible base. 


Hermetically sealed in orchid foil, box of 12. 
4. Youngblood, V. H.; Tomlin, E. M.; 
Williams, J. O. and Kimmelstiel, P.: Tr. South- 
east. Sect. Am. Urol. Ass. (to be published). 

5. Youngblood, V. H.; Tomlin, E. M.; and 
Davis, J. B.: J. Urol., Balt., 78:150, 1957. 


NITROFURANS — a unique class of antimicrobials — products of Eaton research. 
EATON LABORATORIES, NORWICH, NEW YORK 
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meprobamate 
prolonged 
release 
capsules 


Evenly sustain relaxation of mind and muscle ‘round the clock 


TABLET THERAPY 


MEPROSPAN THERAPY 


4 
TABLET THERAPY | 


TWO MEPROSPAN CAPSULES IN THE MORNING 
RELIEVE ANXIETY, TENSION AND SKELETAL MUS. 
CLE SPASM THROUGHOUT THE DAY. 


TWO MEPROSPAN CAPSULES AT BEDTIME 
PROVIDE UNINTERRUPTED SLEEP THROUGH- 
OUT THE NIGHT. 


Meprospan 


MEPROBAMATE IN PROLONGED RELEASE CAPSULES 


® maintains constant level of relaxation 
= minimizes the possibility of side effects 
"simplifies patient’s dosage schedule 
Dosage: Two Meprospan capsules q. 12 h. 


Supplied: Bottles of 30 capsules. 
Each capsule contains: 
Meprobamate (Wallace) ................... 200 mg. 


2-methyl-2-n-propyl-1,3-p 


*TRADE-MARK CME-6557-48 Literature and samples on request. 


@)< WALLACE LABORATORIES, New Brunswick, N. J. 
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Provides balanced 
nutritional values 


@ Fibre-free HYPOALLERGENIC formula. 


@ An excellent formula for regular 
infant feeding. 


@ An ideal food for milk allergies, 
eczema and problem feeding. 


SOYALAC helps solve the feeding problem of 
k prematures and infants requiring milk-free diet. 


Strikingly similar to mother’s milk in composition 
and ease of assimilation, babies thrive on SOYALAC. 


i _ Clinical data furnish evidence of SOYALAC’S value 
% in promoting growth and development. 


Protein of high biologic value is obtained from the 
soybean by an exclusive process. 


& 
A request on your professional letterhead or prescription form ’ 
will bring to you complete information, and a supply of 


samples. Please address the Loma Linda Food Company, 
Arlington, California, or Mount Vernon, Ohio. 


Medical Products Division 


LOMA LINDA FOOD COMPANY 
ARLINGTON, CALIFORNIA + MT. VERNON, OHIO 
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“it has a high degree of clinical 
safety... It is considered 
to be the preferred antimalarial — 
drug for treatment of disorders 
of connective tissue, because 
of the low incidence of gastrointestinal 
distress as compared to that 
with chloroquine phosphate.”” 


“. .. Plaquenil is decidedly less toxic and better 
tolerated by the average patient, even in high 
dosage, than is chloroquine.’” 


“,.. the least toxic of its class...” 


| il. 
Remarkably Ul A n SULFATE 


RHEUMATOID ARTHRITIS 


SIDE EFFECTS MARKEDLY REDUCED 


DOSE: Initial — 400 to 600 mg. (2 or 3 tablets) Plaquenil sulfate daily. Write for Booklet 


Maintenance — 200 to 400 mg. (1 or 2 tablets) daily. 


‘suppuep: Tablets of 200 mg., bottles of 100. 


REFERENCES: 

1. Seherbel, A.L., Schuchter, S.L., and Harrison, J.W.: Cleveland Clin. Quart. 24:98, Apr., 1957. Atabrine (brand of quinacrine), Aralen (brand of chleroquine 
2. Schoch, A.G., and Alexander, L.J.: The section, Bull. A. Mil. Dermatologists 6:25, Nov., 1956. (qe ea 
3. Cornbleet, Theodore: Arch. Dermat. 73:572, J 1956. trademarks reg. U.S. Pat. 
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When infections pose 


a dilemma 


Mixed infections 
Infections of unknown origin, prior to bac- 
teriological identification 


Secondary bacterial invasions in upper re- 
spiratory tract infections 

Infections due to organisms more sensitive to 
combination therapy 


Urinary tract infections 


Supplied; 

Tablets, bottles of 36. For Suspension, bottles of 2 fl. 
oz. upon reconstitution. Each tablet and 5-cc. tea- 
spoonful contains 125 mg. (200,000 units) of penicillin 
V (the Suspension containing the benzathine salt of 
penicillin V) and 0.25 Gm. each of sulfadiazine and 
sulfamerazine. 


e 
e 
j 
( 
\ 
y 
%. 
4 
ae 


Serving physician 
and patient 


sh 


Equipment that helps your operations has 
valuable side effects. The physicians and nurses are 
aided in their work, and the patient carries away 
the report of the best possible treatment. 


GOMCO equipment, like the special No. 927 
Suction-Ether Unit used above, is assisting the staffs 
of hospitals everywhere in this work. This attractive 
cabinet unit is explosion-proof, quiet and versatile. 
It furnishes smoothly regulated ether flow, oral 

or abdominal suction. It is convenient and 
dependable — with none of the disadvantages 

of central systems, such as long supply lines 
on the floor or fluctuating amounts of vacuum. 


There is a GOMCO Suction-Ether Unit, Suction PAK overflow protection. 
Unit, Aspirating Pump, Thermotic Drainage Unit, oe 
Tidal Irrigator or Thoracic Pump to be your good right 
hand when and where you need it! Ask your dealer! 


| GOMCO SURGICAL MANUFACTURING CORP. 


830-M E. Ferry Street, Buffalo 11, N. Y. 
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for sure antibacterial control 


in urinary tract infections 


mandelamine 


It’s effective against almost all types of urinary tract 
organisms...controls even antibiotic and sulfonamide- 
resistant bacteria. Yet, Mandelamine is mot an 
antibiotic! Mandelamine won't sensitize patients... 

no resistant bacterial strains develop...side effects 

are minimal. Mandelamine is one of the safest of all 
drugs for prolonged use, and—happily for patients— 
costs far less than other antibacterial agents! 


safe for long-term use for all ages 


Supplied in Hafgrams® (0.5 Gm. tablets), 0.25 Gm. 

tablets, and pleasantly flavored Mandelamine Suspension for 
pediatric use. Adults take an initial daily dose of 4 to 6 Gm, 
and can be maintained on 3 Gm. daily indefinitely. 

Children need as little as 1 Gm. daily. (Mandelamine 

Discs, for quick identification of Mandelamine-sensitive 
bacteria, available from your laboratory supply house.) 


safe and effective for chronic urinary tract infections 


MANDELAMINE 


Brand of methenamine mandelate formerly a product of Nepera Laboratories 


WARNER-CHILCOTT 


14- Journat A.O.A. 
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Doctor, you see these 


skin conditions 
VM No. 200* 


... provides effective relief from 


symptoms and discomfort of lesions 


PSORIASIS, ACNE VULGARIS, 
ECZEMATOUS DERMATITIS, 
SEBORRHEIC DERMATITIS 


...and similar dermatoses 


*The most versatile dermatological lotion made. 


ACTIVE INGREDIENTS: Allantoin, Oil of Cade, 
Colloidal Sulfur, Tea Tree 
Oil, Cod Liver Oil. 


PRICE: Five Fluid Ounces.......85.00 


GLENDALE 1 


VITAMINE RALS INC. 


CALIFORNIA 
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PROVED ANTIBIOTIC DIFFUSION 


letrex 


Tetracycline Phosphate Complex CAPSULES 


PROVIDES 

HIGH 
TETRACYCLINE 
CONCENTRATIONS 
IN BODY FLUIDS 
AND TISSUES 


FOR INTENSIFIED 
BROAD-SPECTRUM 
ANTIBIOTIC CONTROL 


1. Shidlovsky, B. A., et al.: In 

Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 459. 
2. Pulaski, E. J., and Isokane, R. K.: 
Antibiotic Med. 4:408, 1957. 

3. Buckwalter, F. H., and Cronk, G. A.: 
Ibid. 5:46, 1958. 


mother’s milk 


0.45 mcg./ml.1 
(at 2 hrs. 20 min. 
after 500 mg. dose) 


portal vein 
4.8 mcg./ml.1 

(at 2 hrs. 

after 500 mg. dose) 


bile 

33.5 mcg./ml.2 

(max. av.—6 hrs. 

after 2nd 500 mg. dose) 


amniotic fluid 
0.88 mcg./ml.1 

(at 10 hrs. 

after 500 mg. dose) 


urine 

50.3 meg./ml.3 

(av. concentration 
following 500 mg. dose) 


Joyrnar A.0.A. 
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Bristol 


LABORATORIES INC. 
SYRACUSE, NEW YORK 


Tetrex 


Tetracycline Phosphate Complex 250-100 mg. CAPSULES 


REPRODUCTION. PAT. PENDING. 
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Bristol * 


letrex 


Tetracycline PhosphateComplex 250-100 mg. CAPSULES 
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ACTION AT THE POINT OF INFECTION 


{ in 232 respiratory infections: 
“All patients infected 

with tetracycline-sensitive 
organisms responded 
satisfactorily ...”! 


in 94 dermatologic infections: 


“88 per cent ... obtained 
excellent or good 
improvement .. .”2 


in 30 g.u. infections: 


effective in all cases of 
urethritis, cystitis, pyuria. 153 


in 103 soft-tissue infections: 
“marked decrease in morbidity 
and hospitalization” and 
“incidence and magnitude-of 
the [surgical] procedures 

was lessened.”’4 


letrex 


Tetracycline Phosphate Complex CAPSULES 
U.S. Pat. 2,791,609 


For antibiotic action at the foci of infection, TETREXx 
provides rapid, uniformly successful control of 
tetracycline-sensitive organisms...as demonstrated by 
the results in 826 systemic and local infections!* 
(including those illustrated). 


A pure antibiotic compound, not a mixture 
—‘“more rapidly and completely absorbed . ..”° than 
tetracycline HCl, providing fast, high concenirations 

in body fluids and tissues. 


Highly flexible in dosage . . . equally effective on 
b.i.d. (500 mg.) or q.i.d. (250 mg.) schedule! with 
equally excellent toleration. 


“can be safely and successfully administered...” to OB 
patients and nursing mothers—‘“no deleterious effect 
on the infants in utero or on the breast-fed infants.”® 


SuppLieD: TrETREX Capsules contain- 
ing the equivalent of 250 mg. tetracycline 
HCI activity; bottles of 16 and 100. New 
TetTrEXx Pediatric Capsules containing 
the equivalent of 100 mg. tetracycline 
HCI activity; bottles of 25 and 100. 


1. Cronk, G. A., et al.: In Antibiotics Annual 1957-1958, New York, Medical 
Encyclopedia, Inc., 1958, p. 397. 2. Rein, C. R., and Fleischmajer, R.: Antibiotic 4 
Med. 4:422, 1957. 3. Putnam, L. E.: Ibid. 4:470, 1957. 4. Prigot, A., et al.: 

Ibid. 4:287, 1957. 5. Council on Drugs, A.M.A.: J.A.M.A. 166:50, 1958. 
6. Shidlovsky, B. A., et al.: In Antibiotics Annual 1957-1958, vide supra., p. 459. 4 
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EFFECTIVE 


| 
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602 cases’ 


A 
Pat 


99% FREE DROWSINESS 


Virtually no daytime restriction 


Journat A.O.A. 
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the newest 
type of 
ANTIHISTAMINE 


CHALLENGES 
COMPARISON 
ON ALL COUNTS 


1, HIGH POTENGY—successful in 554 of 602 cases.! 

. LOW SEDAT!ON —no drowsiness in 598 patients. 

. WIDE RANGE — effective in various respiratory and topical allergies.’ 
. NO TOXICITY—no report of toxic effects in 2,686 cases.!* 


. LESS RESTRICTIVE — equally free from sedation in adults and children. 
Negligible limitation against patients’ operating 
vehicles or machinery. 


& Co 


Supplied: “THERUHISTIN”-S.A.—Sustained Action Tablets (up to 12 hour control with one 
tablet) 12 mg. per tablet, bottles of 100 and 1,000. 


“*THERUHISTIN” Syrup, 2 mg. per 5 cc. (tsp.), bottles of 16 fluidounces. Also available — 
“THERUHISTIN” TABLETS, 4 mg., bottles of 100 and 1,000. 


1. New and Unused Therapeutics Committee, Am. Coll. Allergists: Interim Report at Thirteenth Annual Congress, 
Maz. 20-22, 1957, Chicago, IIl., Ann. Allergy, to be published. 2. von Schlichtegroll, A.: Arzneimittel-Forsch. 7:237 
(Apr.) 1957. 3. Spielman, A. D.: New York J. Med. 57:3329 (Oct. 15) 1957. 


AYERST LABORATORIES New York 16, N. Y. » Montreal, Canada 
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in vaginal trichomoniasis — 


a 


is the solution 


oo are literally exploded by speedy, thorough- 
acting VacisEc® liquid and jelly. Taking as a criterion 
of cure repeated negative cultures for three months follow- 
ing treatment, Weiner’ reported VAGIsEc therapy “cured” 
90.2% of his patients (46 of 51). 


VaciseEc therapy relieved half the patients of all annoying 
symptoms of trichomoniasis after only one week of treat- 
ment. In agreement with findings of other investigators,”* 
three to four weeks of therapy were sufficient in most cases 
for complete eradication of trichomonads. 


Such successful treatment of stubborn cases of vaginal 
trichomoniasis is due to the penetrating and explosive 
action of VaciseEc liquid and jelly. Each spreads over the 
entire mucosal surface, reaching into folds and dissolving 
secretions to reach parasites buried beneath. The wetting. 
detergent and chelating agents weaken trichomonal cell 
membranes, remove waxes and lipids, and denature the 
proteins. Within 15 seconds of contact, hidden trichomo- 
nads are exploded. When ‘round-the-clock therapy is 


® employed—vaginal scrub with Vacisec liquid in the office 
and instillation of VacisEc jelly, followed by home douches 
and insertion of jelly—trichomonads cannot survive. 


. . . References: 1. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 1958. 2. Decker, A.: New York 
liquid and jelly J. Med. 57 2237 (July 1) 1957. 3. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1955. 


7 th anniversary 
1883-1958 


service to the medical and drug professions 


JULIUS SCHMID, INC. 


423 West 55th Street, New York 19, N. Y. 


VAGISEC is a registered trade-mark of Julius Schmid, Inc. 


Journat A.O.A. 
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Susceptibility factors play an important part in the occurrence and spread 
of athlete’s foot. With the advent of warm weather, individuals who have 
had the disease are prone to exhibit recurrences or reinfection. Frequently, 
this can be prevented by the continuous prophylactic use of Desenex 
preparations. 


OINTMENT — POWDER 
SOLUTION 


fast relief from itching 


prompt antimycotic action 


continuing prophylaxis 


NIGHT and DAY treatment 

AT NIGHT — Desenex Ointment (zincundecate) 1 oz. tubes. — 

DURING THE DAY — Desenex Powder (zincundecate) — 11, oz. container. 
ALSO — Desenex Solution (undecylenic acid) — 2 fl. oz. bottles. 


In otomycosis — Desenex Solution or Ointment. 


Write for samples. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, INC. © Belleville 9, N. J. 
PD-75 
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anginaphobia: must he live in fear? 


For the angina patient, fear of attack often restricts even 
normal activity. With Peritrate, you can restore confidence and help 
the patient live more fully—within the limits of his disability. 


WARNER-CHILCOTT 


3 


Mutual Benefit Life’s Job: 


TRUE 
SECURITY 


FOR YOU AND 
YOUR FAMILY 


Like the engineer and scientist, your 
profession too, shapes the future. Sim- 
ilarly, Mutual Benefit Life deals in 
the future—your future and your 
family’s . . . offering you the finest, 
fullest protection in the life insurance 
field through its True Security. 

True Security is just what the 
name implies—the ultimate in worry- 
free, trouble-free lifetime life insur- 
ance. As personal and precise as a 
prescription, it is created for you 
and you alone—matched to your par- 
ticular earning curve, your present 
needs, your future objectives. 

Your Mutual Benefit Life man, like 
a scientist, conquers the unknown by 
means of the known. Using current 
facts about your job, your family, 
he considers every provision you'll 
need in the future in the plan he cre- 
ates for you today. Only such a plan— 
based on today, built for tomorrow— 
can offer you True Security. 


Whatever your income today, inves- 
tigate True Security now. It is now 
offered with the most liberal coverage 
in Mutual Benefit Life’s 113-year his- 
tory, and at a new, low cost. 


MUTUAL 
BENEFIT 
LIFE 


The Insurance Company 
for TRUE SECURITY 


THE MUTUAL BENEFIT LIFE INSURANCE COMPANY, NEWARK, NEW JERSEY 
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HIS JOB: To broaden your life and brighte : ee 
b y ife and brighten your future—through science ee 


...is the price your patient pays in heart 
disease, hypertension, arteriosclerosis—and the many other hazards of obesity. 


In addition to suppressing the obese patient’s appetite— 


Methamphetamine Hydrochloride 


helps to make life look brighter. It keeps morale up and food intake down. 


Syndrox Tablets (5 mg.) 
Elixir (5 mg. per 5 cc.) 


LABORATORIES, INC. « PHILADELPHIA 32, PA. 
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Unexcelled 


advantages 


without 
impairing mental 
or physical 
efficiency 


Miltown 


dicarbamate 
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Tranquilizer with muscle-relaxant action 


The original meprobamate, discovered and 
introduced by Wy WALLACE LABORATORIES 


New Brunswick, New Jersey 
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an adwanced method of 
theophylline therapy 


Disposable Rectal Unit 


simple...safe...effective... 


For the alleviation of symptoms in bronchial 
asthma and the acute episodes of heart failure, 
CLYSMATHANE(Fleet)supplies prompt therapeu- 
tically adequate blood levels of theophylline. 


Even after repeated dosage CLYSMATHANE 
(Fleet) minimizes the side effects often asso- 
ciated with oral or parenteral theophylline 
administration. The plastic squeeze bottle (with 
attached, prelubricated, non-traumatic rectal 
tube) is designed for self-administration. 


Dosage: One CLYSMATHANE (Fleet) 
Unit as a retention enema before retir- 
ing or as directed. Available on prescrip- 
tion at professional pharmacies. 


Composition: Theophylline monoetha- 
nolamine (Theamin, Fleet) 0.625 Gm. 


Perk. aqua 37.0 ml. in rectal dispenser. Units 
te Bes packed in individual cartons, manufac- 


co. turer’s label readily removable. 
REFERENCE: (1) Ridolfo, A. S. & Kohlstaedt, 
K. G., “A simplified method for the rectal in- 
stillation of theophylline”— to be published 


Disposable Rectal Unit 
Professional Samples and literature on request 


Cc. B. FLEET Co., iNC. 
Lynchburg, Virginia 


Journat A.O.A. 
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when you prescribe 


‘Wlio-Pressin’ 


in hypertension, you can be confident that 


a majority of your patients will respond — 


‘Ninety-six percent of the mild hypertensives 
and eighty percent of the moderately severe 
hypertensives became normotensive. . . .””! 


side effects will rarely be a problem — 


“Side effects were mild and lasted only briefly.’” 


hypertension @ Whio-Pressin“* 


a balanced combination of rauwolfia, protoveratrine and 
Dibenzyline* (phenoxybenzamine hydrochloride, S.K.F.) 
—in two dosage strengths 


Smith Kline & French Laboratories, Philadelphia 
1. Smith, C.W.,and Thomas, C.G.: Am. Pract. & Digest Treat. 8:920 (June) 1957. 
*T.M. Reg. U.S. Pat. Off. 
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NEW TRANQUILIZER].. 


Provides effective tranquilization with com. 
plete physiological safety. 


Often reduces hypertension by means of 
extended relaxation. 


Allows natural sleep by releasing tensions 


Softab form is more convenient...can be 
taken anywhere, anytime, no water needed. 


| 


Softran is a “true” tranquilizer ‘ 


Pharmacologic screening involving four distinct types of techniques has demonstrated that 
buclizine [sorTran] is a “true” tranquilizer. The experimental animal did not exhibit 
motor stimulation or depression often seen with a number of agents currently being used 
as tranquilizers. Cutting, Windsor, Baslow, Morris, Read, Dorothy and Furst, Arthur, 
School of Medicine, Stanford University, Stanford, California: The Use of Fish asa 


Exceyp Ys Sensitive Bi y in Estimating the Effects of Various Drugs, submitted for publication. 


from Softran is safe and effective for mild to moderate anxiety-tension states 


Studies with buclizine [sortraNn] indicated it to be a potent and versatile therapeutic 


© N 


Clinical and experimental agent with clear-cut tranquilizing properties. It was found to be a safe and effective 
x ataraxic agent for mild to moderate anxiety-tension states and mild senile agitation... 

studies With the tensions and stresses of everyday life mounting to a new high every day, the 

: need for such preparations is apparent. The absence of habituation, tolerance and 

with Softran toxicity makes it of especial value. Additional properties of antihistaminic, anti-nauseant, 


anti-motion sickness and hypotensive activity make buclizine [SorFTRAN] a unique com- 
pound in this field. Settel, Edward, M.D., Brooklyn, New York: Buclizine, a New Tran- 
quilizing Agent, submitted for publication. . 


Softran is particularly effective in the “anxious” pregnant patient and in 
dysmenorrhea and premenstrual tension 


Buclizine [sortRAN] was found to be of value in certain anxiety and tension states ass 
ciated with obstetrical and gynecological problems. It is particularly effective in the 
“anxious” pregnant patient, as an adjuvant to the treatment of pruritus vulvae of many 
etiological types, and may be used when tension is an associated problem in pelvic 
pathological states, as well as in dysmenorrhea and premenstrual tension. Karnaky, Karl 
J., M.D., Houston, Texas: Buclizine Hydrochloride in Obstetrics and Gynecology: A 
Preliminary Report, submitted for publication. 
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Formula: 
Buclizine Hydrochloride mg. 
1-p-chlorobenzhydryl-4-p- (t) -butylbenzylpiperazine dihydrochloride 


Usual dosage: 
One tablet, 1 to 3 times daily / CH1LpreNn: ¥% tablet, 1 to 2 times daily. 


Softran produced no undue drowsiness or other side effects 


In studies using buclizine [Sorrran] for patients with anxiety associated with infertility SoFTRAN 
was found to be an effective tranquilizer. In doses of 50 mg. twice daily adequate effectiveness 
was obtained without undue drowsiness or other noticeable side effects. Schultz. John M., M.D., 
Miami, Florida: Excerpt from clinical study. 


Softran is a superior tranquilizer in disturbed menopausal patients 


We have been using buclizine hydrochloride [sorrraNn] for six months on over 200 patients, both 
obstetrical and gynecological. We have found it to be a very superior tranquilizer in those patients 
who are at the menopause age and require adjuvant therapy to ordinary hormone replacement.... 
It has been universally well tolerated, with no side reactions of any kind. In only two cases in the 
entire group has there been objectionable lassitude or drowsiness. These have been counteracted 
very simply by the use of amphetamine compounds. We can unhesitatingly recommend it for use 
in such cases. Rutherford, Robert N., M.D., Seattle, Washington: Excerpt from clinical study. THE STUART COMPANY 


PASADENA, CALIFORNIA 


Softran often reduces hypertension 
It is particularly noteworthy that systolic blood pressure is often reduced in patients with essential 
hypertension. Diminution of psychic stress factors is apparently responsible for this hypotensive 
effect. Settel, Edward, M.D., Brooklyn, New York: Buclizine, a New Tranquilizing Agent, submitted 
for publication. 


* TRADEMARK 


Softran relieved anxiety symptoms associated with infertility 


Buclizine [sorrran] and placebo were employed in a double blind study conducted with patients 
having anxiety symptoms associated with infertility. Marked tranquilizing properties were observed 
with the buclizine-containing preparation [SorTRAN]. An effective daily dose was 2 tablets (50 mg. 
each). The product was well tolerated; side effects such as drowsiness, were minimal. Tyler, Edward 
T., M.D., Los Angeles, California. 
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ALL CLINICAL CONSIDERATIONS POINT TO ATARAXOID p 
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UNPRECEDENTED CORTICOID THERAPY 


in asthma, arthritis-rheumatism, 
dermatoses 


prednisolone-hydroxyzine 


MULTI-BENEFICIAL ACTIONS: 


ANTI-INFLAMMATORY, ANTI-RHEUMATIC — 
providing high potency corticoid ef- 
ficiency of prednisolone 


TENSION RELIEF — includes the re- 
markably safe and dependable action 
of hydroxyzine.! Eliminates fre- 
quent anxiety-induced exacerbations 
to complement corticoid control.2 


MUSCLE RELAXATION —hydroxyzine 
also directly relaxes involuntary 
muscle spasm? for added relief of 
tension-induced aggravation. Per- 
mits at times lower corticoid dos- 
ages. 

ANTISECRETORY—hydroxyzine also 
suppresses excessive gastric acid 
secretion’ (other tranquilizers actu- 
ally increase acid secretion). To- 
gether with lower corticoid dosage, 
g.i. side effects and other corticoid 
complications are strikingly mini- 
mized, 


CONFIRMED by effectiveness in 95% of 
1717 cases5 (over half inadequately 
controlled by previous therapies) 
and an 11% incidence of side effects 
(mostly mild and/or transient). Also 
provides lower cost maintenance 
therapy. 


Ataraxold 5.0 — scored green tablets, 5.0 
mg. prednisolone (STERANE®) and 10 mg. 
hydroxyzine hydrochloride (ATARAX®), 
bottles of 30 and 100. 7: 


Ataraxold 25 — ‘scored blue tablets, 2.5° 


mg. prednisolone and 10 mg. hydoxyzine 
hydrochloride, bottles of 30 and 100. 


Ataraxold 1.0 — scored orchid tablets, 1.0 


mg. prednisolone and 10 mg. hydroxyzine 
hydrochloride, bottles of 100. 


1. Shalowitz, M.: Geriatrics 11:312, 1956. 2. 
Warter, P. J.: J. M. Soc. New Jersey 54:7, 1957. 
8. Hutcheon, D. E., et al.: Paper presented at 
Am. Soc. Pharmacol. & Exper. Therap., Nov. 
8-10, 1956, French Lick, Ind. 4. Strub, I. H.: To 
be published. 5. Individual Case Reports to 
Medical Dept., Pfizer Laboratories. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 


Brooklyn 6, New York 
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Gantrisin provides not only adequate 


blood levels but therapeutically effec- 
tive lymph and urine levels as well, 


for control of urinary tract infections. 
Gantrisin also offers the safety of al- 


most complete systemic clearance after 
24 hours. 


Gantrisin 
Roche Laboratories 


Division of Hoffmann-La Roche Inc. 
Nutley 10, N. J. 


GANTRISIN®@ — BRAND OF SULFISOXAZOLE 
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PAGE 759 


Highly soluble, single sulfonamide 


Description: Gantrisin is a single sulfonamide (3,4-dimethy]-5-sulfanilamido- 
isoxazole) characterized by comparatively high solubility even in neutral or 
acid body fluids. It is especially soluble at the pH of the kidneys. It offers 
therapeutically effective lymph and urine levels, as well as adequate blood 
levels. 


Properties: Gantrisin provides a wide antibacterial spectrum in systemic, 
localized and urinary infections. Because of its high solubility, Gantrisin 
does not require alkalinization and there is virtually no danger of renal 
blocking. 


Indications: Systemic, localized and urinary infections due to both gram- 
negative and gram-positive organisms: streptococci, staphylococci, pneu- 
mococci, meningococci, H. influenzae, K. pneumoniae, E. coli, B. proteus, 
B. pyocyaneus (Pseudomonas aeruginosa), A. aerogenes, B. paracolon and 
Alcaligenes fecalis. 


For dosage and supply refer to PDR, page 759. 
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the established specific trichomonaeida FU 


VAGINAL AND POWDER 


a new specific moniliacide MiCOPUR™ is ‘Gombined with 
ROXONE® i in 


of 


85% CLINICAL CURES* In 219 patients with either trichomonal vaginitis, 
monilial vaginitis, or both, cures were secured in 187. 


71% CULTURAL CURES* 1567 patients showed negative culture teats at 3 


Simple two-step treatment swiftly brings relief mat 
control of vaginal monitiastg-and trichomomiasis,. 


STEP 1 Office administration of TRICOFURON VAGINAL POWDER 
Applied by the physician at least once a week, except during mens 


(Micofur 0.5% 5-nitro-2-furaldoxime], the new nitrofuran fungicide, and 
0.1% in an acidie, water-soluble powder base). Plastic of 15 Gm, 3 
sanitary disposable tips, Also glass bottle of 30 Gm. : : 


STEP 2 Continued home use to maintain m n ee ee 
‘Employed by the 


action: TRICOFURON VAGINAL SUPPOSITORIES |. Ri VED 

patient each morning and night the first week and each night thereafter —. 
through one cycle, especially during the important” “menstrual days. 
(Micofar 0.375%. and Furoxone 0.25% in a water-soluble base) Tew of 24 pullet- 
shaped suppositories,each hermetically sealed in green with applicator. Box. 
wedge-shaped suppositories without applicator, 
*Combined resulte of 12 clinical favestigators. Data’ available on. 


NITROFURANS new Class of antimicrobials—rieither: antibioties nor sulfonamides 
EATON LABORATORIES, NEW YORE» 
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_UROBIOTIC 


provide: 


* the proven antibiotic of choice in urinary tract 
infections—Terramycin® (oxytetracycline) 


* enhanced absorption with glucosamine potentiation 


* chemotherapeutic action of sulfamethizole—the 
sulfonamide of choice 


. * prompt and effective local analgesia and relief of 
urinary symptoms with phenylazo-diamino-pyridine. 


UROBIOTIC CAPSULES are especially valuable in the treatment of 
mixed urinary infections and infections caused by bacteria 
more sensitive to the combination than to either aan 


alone. 

Each UROBIOTIC CAPSULE contains: REFERENCES : Bourque, J. P., and Joyal, J.:'A Clinical Study of a New Sulfonamide 
Cosa-Terramycin 125 mg. in the Treatment of Urinary Infections, Canad. M. A. J. 68:337, 1953. Trafton, H. M., 
(oxytetracycline HCI with glucosamine) and Lind, H. E.: Urinary Infections, Clinical and Bacteriological Cure with 
Sulfamethizole 250 mg. Terramycin, J. Urol. 69:315, 1953. Musselman, M. M.: Terramycin, Antibiotics 


: Monographs No. 6, New York, Medical Encyclopedia, Inc., 1956. Longley, J. R.: 
pyridine mg. Oxytetracycline Therapy in Surgery and Infections of the Urinary Tract, 
Supply: Urobiotic Capsules, bottles of 50. Antibiotics Annual 1955-1956, New York, Medical Encyclopedia, Inc., 1956, p. 358. 


Pfizer 


PFIZER LABORATORIES . 
Division, Chas. Pfizer & Co., inc., Brooklyn 6, N. Y. 
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no asthma symptoms 


... thanks to Tedral prescribed by her physician. 
No single drug can equal Tedral to protect 


the asthmatic patient against symptoms ’round the clock. 


Dosage: 1 or 2 tablets q.i.d. Available: boxes of 24, 120 and 1,000. 
Tedral 


a product of Warner-Chilcott 
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New Carnation Instant, 
self-enriched, offers 


Significant advantages 
in low fat diet! 


1/4 more protein, 
richer flavor than 
ordinary nonfat milk 


Carnation Instant, new crystal form of 
nonfat milk brings a new dietary advantage 
— delicious self-enriched nonfat milk. 

One extra tablespoon of Carnation crystals 
per glass, or ¥ cup extra crystals per 
quart, also provides significant nutritional 
advantages with no increase in liquid bulk. 


CONVENIENT, DELICIOUS 

New Carnation Instant mixes instantly in 
ice-cold water with a light stir. Ready to 
drink, at home or away from home — with 
self-enrichment providing far richer flavor 
than ordinary nonfat milk. 


MORE PROTEIN 


Self-enriched Carnation Instant provides 
Y4 more calcium, B-vitamins and protein 
than the usual nonfat milk — actually 
41.3 grams of essential protein per quart. 


YOUR PATIENTS enjoy self-enriched 
Carnation Instant. So will you. Ready 
instantly, fits into your busiest professional 
day. Rich in flavor, high in protein, 

low in fat. 
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a new am: development 


fever” 
complicates a St h mM a 


Tedral is now also available as Tedral anti-H —Tedral combined 
with the antihistaminic chlorpheniramine maleate. This convenient 
new companion to regular Tedral is indicated 


—when “hay fever” and nonseasonal upper respiratory allergies 
complicate bronchial asthma 


—when asthma patients are responsive to antihistaminic therapy. 


Tedral anti-H simultaneously relieves the congestion and constriction 
of asthma, provides mild relaxation, and alleviates the distress of 
upper respiratory allergies. Dosage: 1 or 2 tablets q.i.d. 


Tedral anti-H 


antiasthmatic antihistaminic 


There is a Tedral dosage form for every asthmatic patient 


VoL. 57, JUNE 1958 


4 
37 


effectiveness cases 
constipation 

induced aggravated 
anticholinergic and 
ganglionic blocking 


*Gasster, M.: Med. Times, to be published. 
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stops nausea 
and vomiting 


from virtually any 


cause 


New: Multiple dose vials 
for immediate effect—always 


carry one in your bag 


Also available: Tablets, 
Ampuls, Spansule® sustained 
release capsules, Syrup and 


Suppositories 


* 
the specific for nausea and vomiting 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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in a wide range of disorders—arthritic - phlebitic - rheumatic 


BUTAZOLIDIN 


anti-inflammatory (phenylbutazone GEIGY) 


The broad-spectrum efficacy of BUTAZOLIDIN has been 
established by over 1,000 published reports and 150 million 
patient-days in: gouty arthritis; acute superficial thrombophle- 
bitis; bursitis; rheumatoid arthritis; thrombosed hemorrhoids; 
rheumatoid spondylitis; osteoarthritis; psoriatic arthritis; 
peritendinitis. 


BUTAZOLIDIN (phenylbutazone GEIGY): Red coated tablets of 100 mg. 
BUTAZOLIDIN® Alka: Capsules containing Butazolidin (phenylbutazone 
GEIGY) 100 mg.; aluminum hydroxide 100 mg.; magnesium trisilicate 


150 mg.; homatropine methylbromide 1.25 mg. 


in 
nonhormonal 
+ 
aS 


Pharmacologically distinct from the amphetamines, PRELUDIN induces 
little or no C.N.S. stimulation! while providing selective and effective 
appetite suppression. 


+ produces weight loss two io five times greater than that 
achieved by dieting alone'” 


+ causes no serious side effects, allergic or toxic reactions’*” 


GEI GY -a “‘...valuable adjunct to the dietary management of 


obesity.” 


(1) Gelvin, E. R; McGavack, T. H., and Kenigsberg, S.: Am. J. Digest. Dis. 1:155, 
1956. (2) Holt, J. O. S., Jr.: Dallas M. J. 42:497, 1956. (3) Ressler, C.: J.A.M.A. 
165:135 (Sept. 14) 1957. (4) Council on Pharmacy and Chemistry, New and Non- 
official Remedies: J.A.M.A. 163:356 (Feb. 2) 1957. (5) Feldman, R.; Alberton, 
E. C., and Craig, L.: California Med. 87:408, 1957. 

PreLupiNn® (brand of phenmetrazine hydrochloride). Scored, square, pink 
tablets of 25 mg. Under license from C. H. Boehringer Sohn, Ingelheim. 


(brand of phenmetrazine hydrochloride) 


specifically for weight reduction 


appetite curbed, sleep undisturbed 


ARDSLEY, N.Y. 


original silhouette hand cut by Mochi 
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STOP 


in 
LOW- 
BACK 


ACHE 


In Parkinsonism 

Highly selective action...energiz- 
ing against weakness, fatigue, 
adynamia and akinesia... potent 
against sialorrhea, diaphoresis, 
oculogyria and blepharospasm... 
lessens rigidity and tremor... 
alleviates depression...safe 
...even in glaucoma. 


“Trademark of Brocades-Stheeman & Pharmacia. 
U.S. Patent No. 2,567,351. Other patents pending. 
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SPASM 
PAIN 
DEPRESSION 


of Orphenadrine HG! 


In muscle spasm due to sprains, strains, herniated 
intervertebral disc, fibrositis, noninflammatory ar- 
thritic states and many other musculoskeletal dis- 
orders, the first demand is for relief. Disipal fills this 
need. It is quickly effective in skeletal muscle spasm 
almost regardless of origin. Its mood-alleviating 
effect braces the patient against the depression so 
often accompanying severe pain of any type. 


Dosage: 1 tablet (50 mg.) t.i.d. 


LOS ANGELES 
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muscle relaxants 


we offer : naxa r STYRAMATE, ARMOUR 


2-hydroxy 2-phenylethyl carbamate 


an entirely new chemical structure 
.. Unlike any other 
muscle relaxant currently available 


e consistently effective ® won’t cause drowsiness or dizziness 
e rapid onset of action @ produces no adverse psychic effects 
e long acting: no fleeting effects even on prolonged administration 
e well tolerated by the G.I. tract e effective in low dosage 
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Why another skeletal muscle relaxant? 


How dependable and effective is Sinaxar? 


How long does it act? 


INDICATIONS: 


Any condition involving skeletal muscle spasm, One or two tablets three times daily. 
as in low back ache, muscle strains and pains, 
stiff neck, muscular rheumatism, frozen shoulder, 
arthritis, bursitis. 200 mg. tablets, in bottles of 50. 


Questions that immediately 
come to mind on this 
new skeletal muscle relaxant 


There are already many muscle relaxants available . . . those that are incon- 
sistent in effect (like the newer muscle relaxants); those that are effective, 
but too fleeting in action (like mephenesin). And, adverse side effects occur 
with all types. 

Sinaxar fills a specific need for a new, dependable muscle relaxant that is 
consistently effective . . . acts long enough to do some good... is well toler- 
ated ... causes no adverse physical or psychologic effects. Thus, Sinaxar 
represents important progress in the treatment of various conditions involv- 
ing skeletal muscle spasm. 


In preliminary studies of patients with various muscle aches, pains and 
stiffness . . . good to excellent results were consistently obtained in a majority 
of individuals. And these results were achieved on the low dosage of one or 
two 200 mg. tablets three times a day. 


Sinaxar doesn’t just act a little longer than mephenesin, which works only 
for an hour or two. Sinaxar exerts its effects for as long as 6 hours after a 
single dose. Thus with a q.i.d. schedule, administration does not produce 
intermittent action but continuous effects throughout the entire day or night. 


What about side actions and toxicity? 


For the first time it is possible to give truly effective doses of a skeletal 
muscle relaxant without producing adverse side reactions. With Sinaxar, 
gastrointestinal disturbances are minimized. It has not caused drowsiness 
or dizziness, nor has it produced depression or excitation. No untoward 
effects have been noted in liver, bone marrow or kidney function tests. 
There are no known contraindications. 


DOSAGE: 


SUPPLIED: 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


AM: 
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“Rheumatoid arthritis is a constitutional disease with symptoms affecting chiefly jotnts and muscles.""! ‘Pain 
in the affected joint is accompanied by splinting of the adjacent muscles, with resultant ‘muscle spasm.’ '? 


. 
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MEPROLONE is the only anti- 
rheumatic-antiarthritic designed to 
relieve simultaneously (a) muscle 


rheumatoid arth ritis spasm (b) joint-muscle inflammation 
(c) physical distress . . . and may 
thereby help prevent deformity and 
disability in more arthritic patients 


involves both 


SUPPLIED: Multiple Compressed 
Tablets in bottles of 100, in three 


jol nts and pr mg. prednisolone, 


400 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel. 


MEPROLONE-2—2.0 mg. prednisolone, 
musc es 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel. 
MEPROLONE-1—supplies 1.0 mg, 
prednisolone in the same formula as 


MEPROLONE-2. 


1. Comroe’s Arthritis: Hollander, J. L., p. 149 (Fifth 
Edition, Lea & Febiger, Philadelphia, Pa. 1953). 

2. Merck Manual: Lyght, C. E., p. 1102 (Ninth 
Edition, Merck & Co., Inc., Rahway, N. J. 1956). 


EPROLONE 


THE FIRST VIEPROBAMATE PREDNISO LONE THERAPY 


relieves both 
muscle spasm 
and joint inflammation 


ts MERCK SHARP & DOHME philadelphia 1, Pa. 
Division of MERCK & CO., Inc. 
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THE | 
BARREL a B-D 


LASS 


HYPAK 


STERILE 
DISPOSABLE 
SYRINGE-NEEDLE 
COMBINATION 


e all-glass barrel...the material proved safe 
by time and use 


@ no solvent action...even after extensive, 
prolonged contact with parenteral fluid 


e sterile, pyrogen-free, nontoxic... 
B-D Controlled from top to tip 


@ new, sharper needle point for one-time 
use...greater patient comfort 


R- D BECTON, DICKINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


B-D, HYPAK, AND DISCARDIT ARE TRADEMARKS OF BECTON. DICKINSON AND COMPANY 


.B-D. HYPAK 


MADE IN U.S.A. 
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OCTOR, FACT! 


TRADE MARK 


THE ,DIAPHRAGM 
WITH THE 


cONTOURING 


COIL SPRING 


1. Expressly designed to assure your patient ease of insertion and auto- 
matic placement. 

2. Conserves physician's time by reducing fitting and instruction period. 

3. Patients learn faster and develop greater confidence because of the ease 
with which they learn to place and use the diaphragm. 

4. Affords greater patient protection by locking in spermicidal lubricant 
and delivering it directly under and next to the os uteri. 

5. Folds behind pubic bone with suction-like action forming a more 

FIG. 1 effective barrier. 

6. Simple to remove. 

When compressed, diaphragm forms into semi-curve or half-moon shape 

(Fig. |) permitting it to pass easily along floor of the vagina beyond cervix 


(Fig. 2) without any difficulty. No mechanical inserter or introducer is re- 
quired (Fig. 2) since the KORO-FLEX will not buckle or butterfly in form. 


KORO-FLEX (contouring) Diaphragm is ideal, not only where ordinary 
coilspring diaphragms are indicated but for Flat rim (Mensinga) type 
as well. 

May be used in cases of mild 
prolapse, cystocele or rectocele. 


H 1 


Suggest the convenient 
KORO-FLEX COMPACT 60-95 mm 
Sanitary plastic bag with zipper closure. 
Diaphragm, tube KOROMEX Jelly (3 02.), 
Cream (1 oz. trial size). 


Available at all prescription pharma- 
cies. Write for descriptive literature. FP 
FIG. 3 


HOLLAND-RANTOS COMPANY, 145 HUDSON STREET, NEW YORK 13, N. Y. 
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EXHIBITS-ON-FILM 


The Filmstrip Library 
Of Scientific Exhibits 


a unique new medical communications service — produced by the 
Medical Education Department, Lakeside Laboratories, Inc. 


Significant scientific exhibits at medical meetings throughout the nation 
will be preserved on film...permanently available for study by the 
thousands of physicians anxious to keep up with the newest develop- 
ments in medicine and surgery. 


These filmstrips, together with recorded commentaries, will be given 
on request to Medical Schools, County, State and Sectional Medical 
Societies, not as a loan but as a permanent contribution. 


ready now for distribution 


Six widely acclaimed scientific exhibits selected from those at the 106th Annual 
Meeting, American Medical Association, New York, June 3-7, 1957. 


FILMSTRIP1 PartI The Present Indications for Cardiac Surgery 
Robert P. Glover, Julio C. Davila and Robert G. Trout (Philadelphia) + Billings Gold 
Medal for excellence in the correlation and presentation of facts Part II Orai 
Organomercurial Diuretics » Sim P. Dimitroff and George C. Griffith (Los Angeles) 


FILMSTRIP 2 PartI The Hands in Arthritis and Related Conditions + 
Darrell C. Crain (Washington, D. C.) «+ Certificate of Merit > Part II Intra- 
muscular Iron for the Treatment of Iron Deficiency Anemia in Infancy + Ralph O. 
Wallerstein, and M. Silvija Hoag (San Francisco) 


FILMSTRIP 3 PartI_ Bronchial Asthma John W. Irwin, Irving H. Itkin, 
Sandylee Weille and Nancy Little (Boston) » Honorable Mention Award - Part II 
The Direct (Open) Surgical Repair of Congenital and Acquired Intracardiac Mal- 
formations + C. W. Lillehei, H. E. Warden, R. A. DeWall, V. L. Gott, R. D. Sellers, 
M. Cohen, R. C. Read, R. L. Varco and O. H. Wangensteen (Minneapolis) + Hektoen 
Gold Medal for originality and excellence of presentation in an exhibit of original 
investigation 


Officers of Medical Societies and Medical School libraries wishing to start their 
library of Filmstrips of Scientific Exhibits now, should address their requests to: 
EXHIBITS-ON-FILM, Medical Education Department, Lakeside Laboratories, 
Inc., Milwaukee 1, Wisconsin 


Individual physicians who wish to arrange showings such as at hospital staff meetings 
should contact the secretary of their Medical Society or Medical School librarian. 
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CURRENT 


CONCEPTS 


in bronchopulmonary 
diseases: 


A panel discussion* 


Moderator 
STUART F. HARKNESS, D.O.+ 


Des Moines, Iowa 
Panel Members 


MAXWELL R. BROTHERS, D.O.{ 
Los Angeles, California 


DWIGHT A. STILES, D.O.§ 


Phoenix, Arizona 


DONALD J. EVANS, D.O.|| 
Detroit, Michigan 


and 


GEORGE E. HIMES, D.O.{ 
Flint, Michigan 


D rR. Harkness: Bronchopulmonary dis- 
eases are important because of their relatively high 
mortality rate and extremely high morbidity rate. This 
group of diseases is of singular importance from a 
socioeconomic standpoint because of the loss of man 
hours of labor and the heavy burden placed on all of us 
for maintenance of institutions to care for its victims. 
We hope that this panel will be able to strike a some- 
what optimistic attitude in discussing what can be done 


*Presented at the Sixty-First Annual Convention of the American 
Osteopathic Association, Dallas, Texas, July 16, 1957. 

+Dr. Harkness is a member of the American Osteopathic Board of 
Internal Medicine. 

tDr. Brothers is assistant medical director of the Los Angeles County 
Osteopathic Hospital, and a member of the American Osteopathic Board 
of Internal Medicine. 

§Dr. Stiles is a roentgenologist practicing in Phoenix. 

Dr. Evans is an endoscopist and thoracic surgeon at Detroit Osteo- 
pathic Hospital. 

{Dr. Himes is chairman of the Department of Pathology at Flint 
Osteopathic Hospital. 
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for persons with disorders of the bronchopulmonary 
structures. We will begin with a few introductory re- 
marks from each panelist; Dr. Evans will first discuss 
the present hope for cure for patients with lung cancer. 

Dr. Evans: Carcinoma of the lung has had so 
much publicity in the last few years, and such an ex- 
tensive educational program has been carried out by 
both the profession and the laity, that I do not think 
there is an individual who has not been alerted in some 
way to its importance in the everyday life of the Ameri- 
can citizen. 

Some interesting figures have been compiled and 
released recently by the State of California under the 
heading “Crossing of the Curves.” The plan of this 
article was to demonstrate what had happened to tu- 
berculosis and bronchogenic carcinoma from 1930 to 
1954, and now to 1957. It reported that in 1930 tuber- 
culosis in all forms accounted for 99 deaths per 100,000 
population; for the same year and population, carci- 
noma accounted for 9 deaths. By the year 1954, this 
had been reversed; carcinoma accounted for 17.9 per 
cent of deaths while tuberculosis had dropped to 9 
deaths per 100,000 population. These figures represent 
what is going on throughout the country; the situation 
is not peculiar to California. 

The most important single factor in improving our 
ability to do something is to increase the alertness of 
the general practitioner. He must see the patient early 
and recognize the necessity to follow through on any 
unusual pulmonary symptoms in patients in their 
fourth decade and older. 

The most important single diagnostic feature is the 
roentgenogram with all its special applications. Next 
in importance for providing information is broncho- 
scopy with biopsy and bronchial washings. Explora- 
tory thoracic procedures should not cause any longer 
confinement or more trouble to the patient than explora- 
tory laparotomy when carried out by a competent and 
cooperative team. All these procedures have become 
less dangerous with increased experience in their use, 
improvement in means for treatment of shock, and 
better ability to handle patients who have had thoracic 
surgery. 

There are usually no early symptoms of broncho- 
genic carcinoma. Just as in tuberculosis, symptoms oc- 
cur when the situation is rather desperate. In some 
cases there may be seemingly early symptoms such as 
cough, hemoptysis, and a small loss of weight. How- 
ever, these symptoms indicate that the process has de- 
veloped to a point of causing some disturbance in 
gaseous exchange, and therefore they are really not 
early symptoms after all. 

There are three factors that may improve the early 
diagnosis of bronchogenic carcinoma and increase the 
possibility of good surgical cures in these patients: (1) 
Improvement of the public health program, not only in 
x-ray surveys which will demonstrate existing lesions 
but in programs concerning air pollution and the effects 
of smoking; (2) increase in the physician’s willingness 
to use roentgenographic examination as a routine pro- 
cedure in all patients, without feeling that he is putting 
them to an unnecessary expense, when there is any 
suspicion of a pathologic condition in the pulmonary 
system ; and (3) increased awareness on the part of the 
general practitioner that he is dealing with possible 
malignancy more often than a possible tuberculosis, 
when there is persistence of symptoms referable to the 
pulmonary system. 

Dr. Harkness: Dr. Brothers will speak on the 
hope for the patient with pulmonary emphysema. 

Dr. BrotHers: I would like to clarify first what 
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is meant by pulmonary emphysema. There are several 
classifications, such as interstitial, subcutaneous, senile, 
and so forth. These forms are more or less innocuous 
unless they break through into the blood vessels, but 
the type most commonly encountered and most dis- 
tressing is the chronic hypertrophic obstructive form. 
The name means exactly what it says. If its victims 
are seen early and given intensive therapy to relieve the 
obstruction, infection, and trapping of air, many of the 
processes*may be reversed or at least modified. 

One necessary part of this treatment is elimina- 
tion of any form of inhaled pollutant. Such foreign 
substances often cause onset of this process because 
they precipitate particles in the bronchial mucosa, and, 
if the patient is unable to wash them out by secretions, 
these particles become absorbed by the phagocytes and 
migrate to the local lymph nodes where they may cause 
compression. 

The hope for relieving bronchial spasm is exempli- 
fied by the use of any form of effective bronchial di- 
lator. Atropine is one of these, and there are others 
which, when nebulized, help to relieve bronchial spasm. 
However, it must be remembered that intermittent ob- 
struction will not usually lead to emphysema of any 
great degree; it is the sustained type which leads to 
the chronic hypertrophic obstructive emphysema. 

The treatment of this condition includes immediate 
cessation of smoking by the patient, administration of 
antibiotics, and removal of the patient from surround- 
ings containing irritant gases. One of the mechanical 
modalities is intermittent positive pressure, in which 
there is a transitory increase in pressure at terminal in- 
spiration, usually used with some form of nebulized 
oxygen or air. Patients may feel quite comfortable for 
several hours after treatment with this modality. The 
use of abdominal belts has its proponents and op- 
ponents. As in pneumoperitoneum, the abdominal belt 
uses the diaphragm and abdominal viscera in the ex- 
change of gases through the pulmonary circuit. The 
head-down position aids in aeration by using the ab- 
dominal viscera to press upon the diaphragm; this in- 
creases the oxygen saturation and eliminates carbon 
dioxide, using ordinary room air, as effectively as the 
semirecumbent or upright positions using 100 per cent 
oxygen. 

Exercise and rehabilitation are mandatory. The 
object is to have the patient learn to breathe by using 
the abdominal musculature since the upper thoracic 
cage is fixed. The patient puts his hands on his ab- 
domen ; as he inhales he lets the abdomen come out and 
as he exhales, the abdomen acts as a bellows and in- 
creases the abdominal pressure, forcing the diaphragm 
up. Sometimes this is helped by the use of sand bags 
on the abdomen. A recent suggestion for treating ad- 
vanced emphysema with impending carbon dioxide 
narcosis is tracheotomy and the use of a respirator. 
Pneumoperitoneum has also been suggested. The use 
of oxygen is hazardous and must be used judiciously. 


Dr. Harkness: I shall ask Dr. Himes to speak 
on infectious diseases involving the bronchopulmonary 
structures. Perhaps he can tell us, for instance, what 
can be done today for the patient with mycotic disease 
of the lung. 

Dr. Himes: Pulmonary fungus infections are 
generally poorly recognized from the clinical stand- 
point. Also many fungi are very poor antigens; they 
excite very poor antibody response many times. Most 
fungus infections in the pulmonary structures are like 
chronic inflammations of bacterial origin in that they 
form granulomatous lesions in which the organism is 
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imbedded and where it is difficult to reach with our 
usual modes of therapy. In recent years the situation 
has been complicated by the increasing use of steroid 
hormones and antibiotics to counteract organisms which 
at one time were considered to be largely contaminants, 
and as Aspergillus, Mucor, Candida albicans, and a 
number of other minor organisms. These are generally 
present, but they have become pathogenic under a given 
set of physiologic conditions. 

It is of utmost importance to establish clearly the 
diagnosis of any lung disease, whether it is carcinoma, 
pneumonia, or bacterial or fungal infection. If sputum 
and blood cultures and other methods have failed to 
establish the diagnosis, biopsy is of great value. Skin 
testing has become a very helpful procedure in diag- 
nosing systemic fungus infections such as blastomyco- 
sis, histoplasmosis, and coccidioidomycosis. There is 
investigation currently under way to determine whether 
skin tests can be developed for some of the other 
systemic fungus infections which principally affect the 
lungs. Skin testing for these conditions is much like 
that for tuberculosis and the interpretation of the re- 
sults is largely made in the same manner. 

Throughout the central part of the United States 
there is wide distribution of a fungus known as Histo- 
plasma capsulatum. For many years it was assumed by 
radiologists and the other clinicians that the appearance 
of a single calcified nodule within the lung was evidence 
of a healed primary tuberculous infection. But by ex- 
tensive study, skin testing, and serologic testing during 
the past 12 to 20 years, it has been discovered that a 
large percentage of the population in the central United 
States and lower Canada are sensitive to the extract of 
the Histoplasma capsulatum. Other fungus infections 
with which the physician is principally concerned are 
blastomycosis, coccidioidomycosis, actinomycosis, toru- 
losis, and those caused by the pathogenic species of 
Candida, Mucor and Aspergillus. 

Treatment of fungus infections has been one of 
the most discouraging of all our therapeutic tasks. For 
many years the condition was considered invariably 
fatal; in fact it was recognized only in fatal cases. At 
present we have no recognized treatment for systemic 
infection with Histoplasma. Fortunately, the disease 
heals spontaneously except in a few highly sensitive 
individuals who succumb to a generalized infection. A 
primary infection with the organism confers permanent 
immunity. 

Actinomycosis and nocardiosis have been treated 
with sulfonamides or penicillin, but the treatment is 
more effective if the two drugs are used in combination. 
Streptomycin has been used in combination with peni- 
cillin in the treatment of nocardiosis with good results. 
Blastomycosis of the North American variety has been 
treated with almost every known drug. The Propami- 
dine group of drugs has been quite effective when used 
in large dosage over long periods. Thus far the ill 
effects from the use of the drug have been few and 
have not been serious. Occasionally it is necessary for 
badly damaged parts of the lung or an entire lung to be 
removed surgically. Coccidioidomycosis is in many 
ways similar to histoplasmosis in that a large majority 
of individuals who have the disease have a very mild 
form which confers permanent immunity. This is 
shown by the high percentage of people whose skin 
tests show positive reaction to the organism and who 
have varying titers of reagent to the organism in their 
sera. 

Cryptococcosis is probably the most futile of all 
fungus infections to treat. The organism causes no 
symptoms until the infection is massive. It is recog- 


JournaL A.O.A 


| 


nized occasionally in the form involving the central 
nervous system, and solitary lesions or foci of the or- 
ganism have been removed surgically with cure. Nearly 
all of the drugs used on the other fungus infections 
have been tried; some clinicians have reported good 
results but other equally good workers have been unable 
to support these findings. 

Aspergillosis is one of the systemic fungus infec- 
tions which respond in about 50 per cent of cases to 
desensitization by an extract from the organism. It has 
also been successfully treated in a few instances with 
the Mycostatin group of drugs. Mucormycosis is gen- 
erally a complication of other debilitating chronic dis- 
eases, such as carcinoma, leukemia, diabetes, and bac- 
terial infections, and long continued use of antibiotics 
is required for its control. 

In general, the treatment of all these diseases has 
progressed in the past 10 years to the point where the 
outlook is more favorable to the patient. 

Dr. Harkness: Since it has been pointed out that 
deaths from pulmonary tuberculosis have declined, we 
will ask Dr. Stiles why this is true and what he thinks 
the possibilities are for further improvement in con- 
trol of this condition. 

Dr. Stites: The general practitioner is becoming 
more and more important in the care of patients with 
pulmonary tuberculosis because, since 1946 and the ad- 
vent of antituberculous drugs, there has been a fairly 
sharp decline in mortality and many patients who pre- 
viously required long hospitalization are now being 
treated on an ambulatory basis. 

Early diagnosis has been markedly improved ; mass 
chest surveys have been helpful in increasing cog- 
nizance of the importance of early recognition of this 
disease. However, the Public Health Department re- 
cently released statistics that tell us there are still some 
16,000 deaths annually from tuberculosis. Every year 
there are about 80,000 new cases, and this is quite a 
formidable number. The incidence of new cases has 
not fallen in proportion to the decline in mortality. 

The symptoms of tuberculosis are very familiar, 
but certain points could bear emphasis. For example, 
many times this is a disease of a grandfather or grand- 
mother who has chronic bronchitis or bronchiectasis 
and who carries around a chronic fibroid tuberculosis 
for years, passing it on to his children or grandchildren. 
This should be borne in mind when we encounter that 
type of individual, and is a possibility to be excluded 
when we are trying to run down a focus of tubercu- 
losis. 

As for the use of streptomycin and similar agents, 
it has been generally agreed that two or more of them 
should be used together because this inhibits or delays 
the emergence of resistant strains. Therapy should be 
carried out for 1 year in all cases, and for no less than 
6 months after there is clinical control of symptoms 
with roentgenographic evidence of stability of the dis- 
ease process, closure of the cavities, and bacteriologic 
conversion of sputum from positive to negative. Longer 
therapy should be used in patients with more extensive 
disease or where there are open or static cavities. To 
categorize more specifically the drug therapy in the 
previously untreated cases-of pulmonary tuberculosis, 
it is generally agreed today that one of the best ap- 
proaches is through the use of Seromycin with Isoniazid 
(INH). In the moderately advanced case there are 
several choices to make: INH with para-aminosalicyclic 
acid (PAS), or streptomycin with INH, or streptomy- 
cin with PAS. It seems to be agreed that the results 
are basically about the same under any of those three 
regimens. In far advanced cases, the combination of 
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INH and PAS daily in divided doses is generally con- 
sidered to be the approach of choice. 

In the treatment of these cases we must always 
consider the patient’s tolerance and side reactions. For 
example, in the use of PAS there may be gastrointesti- 
nal symptoms, which usually resolve themselves but 
may require discontinuance of the drug. With INH 
there may be peripheral neuritis which often can be 
combatted with pyridoxine. We must be careful when 
using INH in cases of impaired renal function; dihy- 
drostreptomycin sometimes produces vestibular changes, 
but a combination of streptomycin with dihydrostrepto- 
mycin will sometimes obviate this difficulty. Seromycin, 
which is one of the newest drugs, is usually fairly well 
tolerated in the previously untreated case, but it may 
cause on some occasions drowsiness and confusion and 
even convulsions; these complications will cease with 
reduced dosage of the drug. 

In the diagnosis of pulmonary tuberculosis we are 
all familiar with the value of the sedimentation rate, 
which usually reflects the severity of the disease. How- 
ever, | must emphasize that we must not place too much 
reliance on this procedure because results may be 
normal in early tuberculosis. There may also be a 
normal rate in the advanced case when the patient is at 
absolute bed rest, or in the presence of an old fibroid 
tuberculosis with or without cavitation. The sputum is 
usually loaded with tubercle bacilli in the active, drain- 
ing-cavity case, and the sputum may be positive when 
no cavity is present. Before excluding the presence of 
tuberculosis, gastric washings must be repeatedly nega- 
tive ; 20 or 30 minutes should be spent on this examina- 
tion by a top-flight laboratory technician. Guinea pig 
inoculations are often very helpful in establishing the 
presence or absence of tuberculosis. 

Dr. Evans has remarked about the incidence of 
carcinoma in tuberculosis. In the last 2 years one 
Phoenix thoracic surgeon has reported several cases 
of combined carcinoma and tuberculosis and has ex- 
pressed the belief that there is an increasing incidence 
of these two entities appearing together. 

Dr. Himes spoke of the incidence of coccidioido- 
mycosis. We see a great many cases of this disease ; it 
is a great imitator. We also see many cases of monilia- 
sis of the lungs. Histoplasmosis must also be considered 
in every case of pulmonary hemorrhage. 

Dr. Harkness: The adequate application of our 
present-day therapy depends on early diagnosis. Just 
how definitive do you feel you can be in the diagnosis 
of bronchopulmonary disease with a single posteroan- 
terior film of the chest? 

Dr. Stites: In many cases I think this is inade- 
quate, particularly if the film is taken with improper 
technic. One should have lateral projections in lateral 
or hilar lesions. One should not rely entirely upon 
fluoroscopy in examination of the chest in excluding 
tuberculosis, because the lesion is sometimes over- 
looked, particularly when it is an early exudative type. 

Dr. Harkness: What would you estimate as be- 
ing the area of pulmonary parenchyma that might be 
obstructed by the anatomic structures that either outline 
the thoracic cavity, bound it, or are contained within 
the thoracic cavity? In other words, how much of the 
pulmonary parenchyma is hidden in the routine pos- 
teroanterior projection of the chest? 

Dr. Stites: There may be quite a bit hidden. If 
the film is made in an expiratory phase and if the 
diaphragm is high, as is true in short individuals, 
there may be considerable lung tissue obscured behind 
the cupola of the diaphragm. Hilar lesions may be 
entirely overlooked in a posteroanterior projection. The 


631 


h our ie 
uation 
teroid 
which 
nants, ee 
ind a 
erally 
given 
y the 2 
1oma, 
utum 
to 
Skin “4 
diag- 
lyco- 
re 1S 
ther 
ther 
like 3 

ates 
sto- 
by 
nce 
nce 
ing 
ted 
ons 
are 
of 
or 
sly 
lic 
se 
ve = 
nt 
4 
ae 


early subpleural reaction of primary childhood tubercu- 
losis may be overlooked unless the film is of the finest 
technical quality. 

Dr. Evans: I think the general practitioner has a 
tendency to let the roentgenogram explain most pulmo- 
nary trouble. If the x-rays are negative, he may look 
elsewhere, but it is necessary to realize that the x-ray 
only demonstrates one of three necessary processes: 
the transportation of gases through the pulmonary sys- 
tem, the proper diffusion of those gases, and the proper 
capillary blood distribution and circulation. The only 
thing that the x-ray shows is the transportation of gases 
in the pulmonary system. It does not tell us anything 
about the diffusion of gases or the transmission from 
the alveolar bed into the capillary blood flow. 

Dr. HarKneEss: What are the indications for bron- 
choscopy in tuberculosis ? 

Dr. Evans: There are fewer and fewer contrain- 
dications for bronchoscopy in tuberculosis. One of them 
I think would be severe uncontrolled hemorrhage, and 
then as a last measure you might resort to bronchoscopy 
to find the bleeding area. Another situation might be 
in anatomic variations, such as severe scoliosis, or if 
the patient’s general condition is so poor that the added 
trauma of bronchoscopy would be fatal. 

Dr. BrotHers: What about aortic aneurysm as 
a hazard in bronchoscopy? 

Dr. Evans: That would be classed as one of the 
anatomic considerations I just mentioned. However, I 
think there are practically no contraindications to bron- 
choscopy, and I think that aortic aneurysm is not one 
of them unless there is a state of impending rupture. 
Even then there is an indication for bronchoscopy if it 
is done with agility and the physician is cognizant of 
the danger. 

Dr. HarKNess: Do you have any reluctance in 
using bronchoscopy in a patient with acute status 
asthmaticus ? 

Dr. Evans: Frankly, I do not. I have had good 
results in the use of bronschoscopy in patients who re- 
sponded to nothing else. 

Dr. HarxneEss: I will now ask Dr. Stiles to dis- 
cuss further the problems of chest x-rays, perhaps il- 
lustrating some of the points he has made so far. 

Dr. Stites: The general points I would like to 
stress in relation to chest films are as follows: The 
importance of the use of contrast media in roentgeno- 
graphic study of the lungs to map out pulmonary le- 
sions and determine their amenability to surgical inter- 
vention ; variations from normal which may be due to 
artifacts, such as a fold of skin in an emaciated indi- 
vidual, braids of hair falling down over the apical re- 
gion and simulating a lesion, or the polka dots on a 
dress simulating a metastatic lesion in the pulmonary 
fields ; the great importance of proper preparation and 
positioning of the patient; the necessity of having both 
inspiratory and expiratory films in early bronchogenic 
carcinoma to demonstrate an early ball-valve lesion of 
the tracheobronchial tree. 

Now I would like to show this panel a film (Fig. 
1), and I would like their interpretation of it. The 
patient was a 24-year-old Negro male who complained 
of recent chest pain, weakness, night sweats, and many 
symptoms simulating advanced pulmonary tuberculosis. 
He had the appearance of a chronically ill patient. He 
had discrete nontender inguinal and cervical lymph 
nodes. The axillary and epitrochlear lymph nodes 
were slightly palpable. The entire skeletal system was 
negative for any evidence of metastatic disease. The 
gastrointestinal findings were negative on roentgeno- 
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graphic study. Retrograde pyelograms were essentially 
normal. Results of urinalysis, blood count, serology, 
electrocardiograms, sedimentation rate, Bromsulphalein 
test, cephalin-cholesterol flocculation test, and survey of 
kidneys, ureter, and bladder all were normal. Repeated 
sputum examinations were negative for tubercle bacilli. 
Bronchoscopic aspirations were negative for fungus. 
Skin tests were negative for coccidioidomycosis, tuber- 
culosis, and histoplasmosis. 

Dr. BrotHeRs: This is a very interesting film. 
With this type of lesion and from the history and nega- 
tive Mantoux test, I am inclined to believe this is 
Boeck’s sarcoid. By biopsy of some of the nodes, you 
might be able to pick up this lesion. The possibility of 
metastatic carcinoma at this age group would be re- 
mote; however, it is possible. If the patient had en- 
larged nodes, this might furnish you some lead as to 
the type of lesion. In a Negro male of this age one 
must think of a gummatous lesion which may give this 
type of picture but is usually not this diffuse. There 
are some small miliary areas on the film which I 
wonder about, but it is not the picture of miliary tuber- 
culosis. I would make my first diagnosis Boeck’s sarcoid. 

Dr. Evans: Did you rule out hypernephroma ? 

Dr. Stites: Yes. 

Dr. Evans: I do not think that histoplasmosis 
would be a consideration with such extensive involve- 
ment. I would agree that Boeck’s sarcoid is the first 
choice. 

Dr. Harkness: If nodes are available for biopsy 
would you perform bronchoscopy ? 

Dr. Evans: If node biopsy is positive you can re- 
ly on it, but bronchoscopy would tell how many symp- 
toms were a result of inflammation and that is impor- 
tant in therapy. The peripheral lymph nodes would be 
dependable for picking up positive tissue culture. Many 
doctors feel that subclavicular fat pad excision should 
be done, even with no evidence of lymph node involve- 
ment, since in that manner you could pick up a lymph 
node that would diagnose a lesion in the chest. In some 
institutions routine subclavicular fat pad removal is 
performed in all undiagnosed chest disorders. 
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Dr. HARKNESS: You agree that the most probable 
diagnosis is Boeck’s sarcoid ? 

Dr. Evans: Yes. 

Dr. Stites: You are 100 per cent correct. 

Dr. Himes: I would not rely on negative skin tests 
if serologic tests were not performed, because skin tests 
may be positive early in the disease before it is exten- 
sively disseminated. With elevation of complement- 
fixing antibodies in the patient, the skin test may then 
become negative and that is a very grave prognostic 
sign. However, the first impression I would have in this 
case would be Boeck’s sarcoid. 

Dr. Stites: I thought this might lead to more 
conflict; I did not realize how astute the panel was. 
The node biopsy was positive for Boeck’s sarcoid. For 
the interest of the internists this patient’s total serum 
protein was 8.6 grams per 100 cc., globulin was 4.1 
grams per 100 cc., and serum calcium was 16 mg. per 
100 cc. The serum albumin was not run. 

Dr. Harkness: I think we can conclude that the 
routine chest x-ray may be the first thing that makes 
tus suspicious of disease in the bronchopulmonary struc- 
tures. 

I will now ask the panel to consider another case 
in which the radiologist reports some abnormal find- 
ings. We will have to assume that the patient has had a 
complete physical examination, and that biopsy has 
been performed in suspicious nodes, and we are still 
somewhat in the dark as to the exact diagnosis neces- 
sary to institute definitive treatment. Dr. Brothers, how 
would you proceed with such a problem? 

Dr. BrotHers: Whenever a film shows an un- 
usual shadow, there are definite findings I want to obtain 
in both inspiratory and expiratory phases to evaluate 
the obstruction. There are areas in the lung fields that 
are difficult to visualize, so I would routinely request 
right and left anterior oblique views and either a right 
or left lateral, depending on where the lesion was locat- 
ed. In many cases, a tuberculous lesion might be located 
only in the superior segment of the left lower lobe; the 
right and left anterior oblique views taken in the usual 
degree of rotation might not show these lesions, so I 
would want the patient positioned again and more views 
taken. 

However, roentgenograms will only tell you where 
the lesion is. Routine skin tests should be done also. 
Many patients with tuberculosis will be converters, par- 
ticularly if they have been treated with antimicrobial 
drugs or ACTH. I think the routine Mantoux, histo- 
plasmosis, and coccidioidomycosis tests are very help- 
ful. If they are positive, the complement-fixation or 
precipitin tests are in order. The next thing is gastric 
washings, and I would emphasize that this should be 
done in an institution where the personnel is accus- 
tomed to doing them. The object is to accumulate for 
analysis secretions that have been swallowed and pooled 
in the stomach. Even the passage of a gastric tube will 
at times stimulate peristalsis and force much of this 
fluid out, so that gastric washings are negative. If the 
procedure is done when the patient is quiet and before 
he has had any food or stimulation whatever, the per- 
centage of positive gastric washings in tuberculosis will 
increase. 

The next step is bronchoscopy. Many carcinoma- 
tous lesions will be visualized in the bronchoscope. 

The next procedure would be to consider explora- 
tory thoracotomy or needle biopsy, depending on the 
location of the lesion and ease of accessibility. If there 
is pleural effusion, it should be aspirated and examined. 
Papanicolaou smears should be done and interpreted. 

Dr. Evans: I would suggest that when pleural ef- 
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fusion is present, a needle biopsy of the pleura should 
be carried out. We have found some tuberculous pleural 
infections and some malignant lesions by using this 
method. Needle biopsy is a dangerous procedure in 
some respects ; I think the lesion should be well located 
before going in. If you hit a malignant area on the way 
out, you may seed the canal and cause trouble. I think 
this procedure should be reserved for use in the periph- 
eral portions of the lung fields and the pleura. 

As for skin testing, I believe that tests for histo- 
plasmosis and coccidioidomycosis should be run to- 
gether. I believe that it is agreed that individuals who 
have one or the other infection frequently exhibit sen- 
sitivity to both, but the greater sensitivity is generally 
to the infecting agent. 

Dr. HarKNEsS: Would any member of the panel, 
on the basis of a suspicious lesion on the roentgenogram 
and positive skin test, institute definitive therapy? 

Dr. Evans: I would not. 

Dr. BrotHers: All the skin test tells you is that 
the patient has had some experience with these proc- 
esses. It does not tell you whether the disease is active 
or not. 

Dr. Himes: I know of no single laboratory test 
that always means what we hope it means. We see many 
false positives and negatives because we deal with 
biologic variations, and there are many details that enter 
into the performance of these tests which are taken for 
granted. But if something goes wrong with any detail, 
then the entire result will be equivocal and the diagnosis 
may be missed completely. That is why one blood count 
or one skin test or one serologic test is frequently not 
of much help. 

Dr. Harkness: Should we stop after one biopsy 
to establish a diagnosis? 

Dr. Himes: We frequently see that the first one 
or two bronchoscopic specimens give no information, 
although the bronchoscopist assures us that he has 
taken “a great big bite.” I think the trouble is in the 
way the equipment is constructed. 

Dr. Evans: I think it is true that bronchoscopy 
should be repeated, but the trouble. is in talking people 
into having a second examination. For that reason I 
have recently been doing bronchoscopy with the patient 
under Pentothal sodium and curare, with a closed sys- 
tem. In that way both the patient and the physician are 
under less pressure and the physician has more time for 
examination. With some of the new equipment, it is 
possible to insert a biopsy forceps in which there are 
telescopic lenses for better visualization. With this im- 
provement, the percentage of positive biopsy findings 
will increase and the test will become more dependable. 

Dr. Harkness: Dr. Stiles, at what point should 
we institute therapy in mycotic infections ? 

Dr. Stites: In most mycotic infections there is no 
particular hurry to do anything, because in most in- 
stances there is no known specific treatment, unless 
someone has come up with something very recently.#+ 
I would emphasize one thing in the roentgenographic 
diagnosis of the solitary nodular lesion in the lung field: 
In the Southwest the three main entities to be consid- 
ered are coccidioidomycosis, tuberculoma, and solitary 
peripheral carcinoma. Coccidioidal nodules may persist 
for months or even years after the initial infection. 
They may shrink, disappear, fibrose, calcify, or become 
cavities. In the past, people from the Middle West and 
the East viewed coccidioidomycosis with interest but 

#Since this panel was presented, a new preparation, amphotericin 
B., has shown some promise in treatment of hospitalized patients with 


disseminated mycotic infections. Administration is intravenously, daily. 
A trial is warranted in selected patients. 
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little else, because they did not expect to see it. But 
things have changed; during the war, trainees exposed 
to Coccidioides immitis in this area carried the infec- 
tion back with them. This caused a great deal of diffi- 
culty in differential diagnosis when they returned to 
their homes in other parts of the country. Occasionally 
we now see a patient in whom the infection is dissemi- 
nated and involves every viscus. Shortly before coming 
to this meeting I clipped an item out of a local publica- 
tion. It said: “So you think you have valley fever?” 
(That, of course, is what the natives call it.) They 
mention that of the 40 per cent who have symptoms 
there is only temporary malaise and cough. In other 
words, it may simulate a virus pneumonitis. Fortunate- 
ly, the host usually overcomes the invader and with rest 
the patient recuperates, and that is all there is to it. 
The article lists the symptoms which may be present in 
coccidioidomycosis: pleural pain which is sometimes so 
severe as to simulate coronary disease, fever, cough, 
headache, backache, night sweats, anorexia, rash, and 
sore throat. It is indeed a “great imitator.” Roentgeno- 
graphically its manifestations are multiple; there may 
be pleural effusion, massive consolidation, cavitation, or 
nodularity. You name it and coccidioidomycosis can 
furnish it. 

Dr. Harkness: I ask you now to discuss briefly 
the most important approach to the early diagnosis of 
bronchogenic carcinoma. 

Dr. Evans: The first thing to do is to make a 
roentgenographic study at the slightest provocation, so 
the lesion is picked up in its early, asymptomatic stage. 
It is only in this type of patient that surgical removal 
gives really good results. It is possible to go through 
all the diagnostic program we have discussed here today 
and come up with nothing. The tendency then is to say, 
“We will wait and watch.” But that is the time we 
should do something. If there is an inactive tubercu- 
loma which is throwing off no tubercle bacilli, that is 
the time to get it out. If there is a malignant lesion, the 
time to get it out is before it starts moving. In cases 
of tuberculomas, there may suddenly be disseminating 
bilateral tuberculosis because the tuberculoma has rup- 
tured into a bronchus and within a matter of hours this 
infection has spread through both lung fields. 

I think the main thing we have to do is to accept 
the idea that areas with suspicious lesions should be 
surgically explored. The patient should be given the 
benefit of the doubt; exploratory operation should be 
carried out for the possibility of malignancy even if we 
have no more positive findings than the roentgeno- 
gram. The great danger is in watching these lesions, 
and watching them grow. Thoracic exploratory opera- 
tion and removal of segmental divisions does not in- 
capacitate the person of average health much during 
normal activity. The person with full lung capacity is 
using only one fourth to one third of his lung poten- 
tiality, so it is possible to remove a segment or a lobe 
without incapacitating the patient very much. In fact, 
before the segment is taken out, the body has usually 
begun the transition and the remaining part of the lung 
has started to carry the load. 

Dr. Himes: Probably the most important thing in 
the diagnosis of any of these conditions is the constant 
suspicion that something may be physically wrong, and 
that the patient may not be a malingerer or a psycho- 
path. I think that none of the laboratory or roentgeno- 
graphic procedures can replace the eyes and ears and 
fingers and suspicious mind of the physician. 

Dr. Harkness: In your experience what is the 
value of cytologic examination of sputum collected in 
the proper fashion? 
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Dr. Himes: That depends on whether the lesion is 
exfoliative. There are many early bronchogenic carci- 
nomas which are not exfoliative, particularly those in 
the periphery of the lung fields. If the lesion is typical 
and is located in the main stem or branch of the bron- 
chus, then the chance of early exfoliation is greatly in- 
creased. If the pathologic material is present, there 
should be no difficulty in diagnosis. 

Dr. Stites: There is one point that may be help- 
ful to anyone looking at chest films with the idea of 
making an early diagnosis, and that is determination of 
the transhilar diameter. This is determined on a pos- 
teroanterior view of the chest. Run a vertical line down 
through the middle of the mediastinum; with a ruler 
measure the total diameter at the broad aspect of the 
hilus of the lungs. If there is a total transhilar diameter 
of 13 cm. or greater and particularly if one of those 
measurements is 1.7 cm. or more greater than the other, 
then you must be very suspicious of unilateral broncho- 
genic carcinoma. 

I have already mentioned the importance of in- 
spiratory and expiratory films taken at the points of 
deepest inspiration and expiration; these may point up 
a unilateral emphysema, shifting of the mediastinum, or 
a difference in density of the two lung fields. These 
may give a clue to the presence of a tracheobronchial 
lesion, which otherwise would not be seen. 

In speaking of early nodules and thoracotomy, 
some years ago I heard Dr. Leo Rigler discuss his ex- 
perience. He showed films of very early nodules in 
peripheral carcinoma and reviewed many cases in his 
files. It was interesting to hear him comment about how 
very frequently those tiny nodules become alveolar car- 
cinomas, for example. 

There is another important point in the physical 
diagnosis of these conditions. With the patient lying 
on his side, a unilateral wheeze may be demonstrated 
which would not be audible with the patient sitting or 
standing ; there may be enough change in the position 
of the tumor to produce the wheeze. 

Dr. BrotHers: I think the early diagnosis of car- 
cinoma of the lung is based on a high index of suspicion. 
When in doubt about any lesion that is not readily 
identified in any person over the age of 40, exploratory 
thoracotomy should be done. Don’t wait; too often the 
time for doing resection is lost in the waiting period. 

Dr. Harkness: There is one type of patient who 
is often forgotten or told there is no help for him, and 
that is the patient with chronic obstructive pulmonary 
emphysema. Dr. Brothers, will you speak on the evalua- 
tion of these patients? What can be done for them? 

Dr. BrotHers: Before I do that there is some- 
thing I want to add on the diagnosis of fungus infec- 
tion, because that also is a source of bronchial obstruc- 
tion. I think mistakes are made in sensitivity tests 
because the technician uses the same syringe without 
properly preparing it. Even by using dichromate solu- 
tions it is often hard to get all the antigens out of the 
syringe. A new syringe should be used for each type 
of antigen to be tested. 

I wanted also to make another point about serol- 
ogy. A climbing complement fixation is very significant 
in these cases. You may get a 1:24 and nothing hap- 
pens and repeat it after a short period and find a climb- 
ing titer, which is important. 

Now about chronic pulmonary emphysema of the 
obstructive type: I checked the vital statistics of the 
United States to get some information, and it was of 
interest to note that in 1950 there were 1,452,454 deaths 
from all causes in the United States, 1,204 of which 
were directly attributable to hypertrophic or obstructive 
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emphysema. This is primarily a disease of males. Of 
the 1,204 deaths, 982 were in white males, 144 in white 
females, 69 in non-white males, and 9 in non-white 
females. This means that 93.5 per cent of the deaths in 
males occurred in white males and 6.5 per cent in non- 
white males. Males constituted 86 per cent of the cases 
that were fatal in that year. 

We then surveyed our own institution for the 
years 1955 and 1956. We found that during those years 
we had had 11,631 discharges, and 58 of these had a 
diagnosis of emphysema. These cases started in middle 
life and progressed to older age. 

What happens in these patients and what is the 
physician trying to accomplish? To answer these ques- 
tions one must understand the process of respiration. 
It involves ventilation, which means an exchange of 
gases through a tubular system so that these gases may 
be exchanged by diffusion through the alveoli and 
across the alveolar capillary membrane. In the presence 
of increasing obstruction, the functional residual ca- 
pacity increases in relation to the total lung capacity. 
The air that remains in the lung is of greater and 
greater amount in relation to the air that can be ex- 
changed, so the diffusion process would have to take 
place more efficiently to obtain relief. 

Once obstruction occurs, the patient can get gas 
in but it is difficult for him to get it out. In normal 
respiratory function the bronchi dilate and elongate on 
inspiration and shorten and contract on expiration. In 
a partial obstruction from collection of mucous secre- 
tions or a foreign body of any type, a certain amount 
of air may be allowed to go around the obstruction 
during inspiration but it is trapped there during expira- 
tion. This holds air in the alveoli and traps it there 
until the alveolus is overdistended and finally the septa 
rupture. With this there is reduction of the surface for 
diffusion of gases; fibrosis takes place ; and the circula- 
tion is obliterated so that it is impossible to exchange 
gases across the alveolar capillary membrane. 

Coughing in these people is a reflex attempt to 
force air out of the tracheobronchial tree by closing 
the glottis and increasing the intra-abdominal pressure. 
These people inhale air; they try to expel it and they 
try to cough, but on expiration this obstruction traps 
the air and there is an increase in pressure around the 
alveoli and a decrease of pleural negative pressure. The 
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air cannot get out so all it can do is to rupture into 
another alveolus. When these spaces begin to enlarge 
they compress the bronchioles simply by virtue of their 
size; so in the process of expiration they will angulate 
the respiratory bronchioles and impair the diffusion of 

ases. 
r Therapy is aimed immediately at getting gases in 
and out. Since the movement of the gases is greatly 
impaired, we have to employ some basic studies. Vital 
capacity is of no value because that is a volumetric de- 
termination and not a determination of function. Some 
of these people can inhale a few hundred cubic centi- 
meters of air but it may take them 20 seconds to exhale 
it; so very little diffusion of gases takes place. One 
valuable test is the 3-second vital capacity test. If the 
patient can get all the air out in 3 seconds, he has fairly 
good compensation. More important is the 1-second 
vital capacity. If he can exhale all the air immediately, 
he has very good lung function. However, if he takes 
a deep breath and it takes a long time to exhale, he does 
not have much function and is unable to exchange 
gases. Consequently the carbon dioxide in the arterial 
side will increase. 

If you are contemplating removal of one lobe of 
the lung and want to determine the function of the rest 
of the lung, bronchospirometry of a definitive type 
should be performed. We are interested in the com- 
pensatory mechanisms in these people and how they are 
affected by the disease, so we check the arterial carbon 
dioxide combining power or pressure. If this increases, 
it leads to carbon dioxide narcosis. In respiratory acido- 
sis the carbon dioxide combining power characteristical- 
ly goes up, as opposed to acidosis of a metabolic nature. 
Because these patients are not all sensitive to carbon 
dioxide concentrations, there has been some work done 
with the use of sodium salicylate. This substance in- 
creases muscle metabolism and consequently increases 
the carbon dioxide content of the blood, which in turn 
will stimulate respiratory activity. Oxygen is adminis- 
tered to these people sparingly. 

One of the complications of chronic hypertrophic 
pulmonary emphysema is cor pulmonale. With destruc- 
tion of the alveoli there is also destruction of the capil- 
lary beds and creation of an arterial shunt. As more 
capillary beds are destroyed, there is increased resist- 
ance to circulation. With increasing resistance there is 
also increase in the wear and tear on the vascular sys- 
tem, and finally a vicious circle develops in which there 
is pulmonary hypertension. As long as this can be com- 
pensated, the patient will not show evidence of right 
heart failure, but eventually this will occur if the pa- 
tient lives long enough. This requires digitalization and 
the same general care of the patient as in other forms 
of heart failure. 

One of the most important tests to be used in a 
cardiorespiratory laboratory is the maximum breathing 
capacity, which is a determination of the rate of ex- 
change of gases that the patient can perform over a 
short period. Some of these tests can be performed in 
your own Office if you have a basal metabolism machine. 
By comparing these patients with someone you know to 
be standard, you get a pretty good idea of the impair- 
ment in vital capacity. 

I would like to say in closing that it is not always 
necessary to send these patients to the respiratory lab- 
oratory. Remember that these investigations are expen- 
sive, and you can diagnose many of the conditions in 
your own office from clinical evidence. 

Dr. Harkness: I wish to thank the members of 
the panel for their participation and the audience for its 
interest. 
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P REGN AN CY complicating diabetes mellitus 


A study of pregnancy wastage and fetal mortality* 


JAMES CARVER MACE, A.B., D.O. 
Detroit, Michigan 


| HE PURPOSE OF THIS report is to analyze 
the statistics from the Department of Obstetrics and 


Gynecology at the Detroit Osteopathic Hospital on 
pregnancies occurring in patients with diabetes mellitus. 
The stimulus for such a report was provided by a panel 
discussion at a meeting of the general staff, when it 
was discovered that there was considerable difference 
of opinion on the management of pregnancy in diabetic 
patients. Therefore, an attempt will be made to evaluate 
and compare our statistics with those from other insti- 
tutions to determine how our pregnancy wastage, peri- 
natal morbidity, and perinatal mortality can be lessened. 

In the preinsulin era, before the clinical use of in- 
sulin in the late 1920’s and early 1930’s, pregnancy 
complicating diabetes mellitus was not a frequent prob- 
lem. The explanation is simple: Few diabetic women 
became pregnant because of the low fertility rate asso- 
ciated with uncontrolled diabetes. The few diabetic 
women who did conceive usually aborted spontane- 
ously or lost the fetus in premature labor. Women 
who developed diabetes in childhood frequently died 
before they reached the childbearing age. With the 
advent of insulin therapy, there was an increase in the 
fertility rate and a corresponding decrease in the inci- 
dence of spontaneous abortions and premature labors, 
so that the rates approached those expected for the gen- 
eral population. The diabetic women who developed 
the disease at an early age lived through the childbear- 
ing age and bore children. Since diabetes is inherited 
as a mendelian recessive trait, the over-all result was 
an absolute increase in the number of diabetic preg- 
nancies. In the United States, the incidence of diabetic 
pregnancies has been estimated at one in 1,000 or less.! 

With the use of insulin, the fetal mortality rate 
was reduced from 50 per cent to 20 per cent, but this 
is still five times that in nondiabetic pregnancies. It is 
of interest to note that the pregnancy wastage of pa- 
tients in the prediabetic state is 50 per cent. Therefore, 
diabetes must have some deleterious effect upon the 
fetus that is not well understood.” 


Material and classification 


The material comprising this report was obtained 
from the charts of 23 diabetic women whose 26 preg- 
nancies each exceeded 20 weeks and in whom delivery 

*This paper was written by Dr. Mace during a residency under 
the direction of Dr. Charles K. Norton, chairman, Department of 


Obstetrics and Gynecology, Detroit Osteopathic Hospital, Detroit, Michi- 
gan. 
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occurred between January 1950 and November 1957. 
Only one fetus did not reach viability. During the same 
period, there were 32,488 deliveries ; this places the in- 
cidence at one diabetic pregnancy in every 1,250 preg- 
nancies reaching 20 weeks’ gestation. 

The 26 pregnancies resulted in 18 live births, 8 
stillbirths, and 2 neonatal deaths. The total fetal mor- 
tality rate was 38.5 per cent. No maternal deaths oc- 
curred. Three patients delivered two infants each, but 
only one patient delivered two infants that survived. 
Four patients were sterilized. Two were electively 
sterilized by a bilateral tubal ligation at the time of 
cesarean section because of age and multiparity. One 
patient was sterilized several months after delivery. A 
hysterectomy was performed on the other patient for 
a ruptured uterus which occurred in a total breech 
extraction of a stillborn infant. 

All of the patients were managed by physicians in 
general practice with the exception of one who was 
managed throughout pregnancy by an obstetrician and 
an internist. Only three physicians had the opportunity 
to manage more than one diabetic pregnancy, and only 
one physician managed three diabetic pregnancies. 
Therefore, it is obvious that the average general prac- 
titioner and obstetrician have limited experience in the 
management of this condition. 

The 26 pregnancies were classified by the method 
of White® with some modification. In order to classify 
the pregnancies entirely by White’s method, it would 
have been necessary to do routine roentgenographic 
studies of the lower abdomen and lower extremities 
to detect sclerosis of the vessels. In the one patient 
managed by an obstetrician and an internist, a flat 
plate of the lower abdomen did show sclerosis of the 
pelvic vessels. 

White’s classification is based on the severity and 
duration of diabetes, the age of onset of diabetes, and 
the presence or absence of degenerative vascular 
changes. 


Class A. 
Class B. 


Requires no insulin and little dietary 
regulation 

Onset after the age of 20 years, dura- 
tion of less than 10 years, no vascular 
changes 

Onset between the age of 10 and 19 
years, duration between 10 and 19 years, 
no vascular changes 

Onset before the age of 10 years, dura- 
tion of 20 years or more, retinitis, or 
calcification of the leg vessels irrespec- 
tive of the age of onset or duration 
Calcification of the pelvic vessels 
Intercapillary glomerulosclerosis 


Class C. 


Class D. 


Class E. 
Class F. 


In this series, the pregnancies were classified main- 
ly on the basis of the duration and the age of onset 
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of the disease. The pregnancies are summarized in 
Table I. 


TABLE I—CLASSIFICATION OF DIABETIC 


PREGNANCIES 
Class Number of Fetal Mortality 
pregnancies deaths rate 
A 2 2 100% 
B 17 5* 29.4% 
C 4 1 25% 
D 2 1 50% 
E 1 1} 100% 
F 0 
Totals 26 10 38.5% 


*Includes one anencephalic stillborn 
+Previable stillborn 


Obstetric history 


In this review of obstetric histories, the term “fetal 
mortality” includes stillbirths and neonatal deaths, and 
the term “pregnancy wastage” includes abortions, still- 
births, and neonatal deaths. The 23 patients studied 
had a total of 120 pregnancies with a pregnancy wastage 
of 46.6 per cent; that is, nearly one half of their 
pregnancies resulted in failure. A summary of the com- 
plete obstetric histories follows: 


Pregnancies 120 
Living children 64 
Abortions 25 
Premature labors 16 
Live births 69 
Stillbirths 26 
Neonatal deaths 5 


Abortion rate 
Stillbirth rate 
Pregnancy wastage 


20.8 per cent 
21.8 per cent 
46.6 per cent 


Of the 120 pregnancies, 53 (44.2 per cent) oc- 
curred before diabetes mellitus was diagnosed. It may 
be assumed that this group of pregnancies occurred in 
patients who were in a prediabetic state, or diabetes 
was present but not recognized. The obstetric history 


of this group follows: 


Pregnancies 53 
Living children 37 
Abortions 11 
Premature labors 1 
Live births 38 
Stillbirths 4 
Neonatal deaths 1 
Abortion rate 20.4 per cent 
Stillbirth rate 7.4 per cent 
Pregnancy wastage 30.2 per cent 


Sixty-seven (55.8 per cent) of the 120 pregnancies 
occurred after diabetes was diagnosed. The obstetric 


history of this group follows: 


Pregnancies 67 
Living children 27 
Abortions 14 
Premature labors 15 
Live births 31 
Stillbirths 22 
Neonatal deaths 4 
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Abortion rate 
Stillbirth rate 
Pregnancy wastage 


20.9 per cent 
32.8 per cent 
59.7 per cent 


In comparing the obstetric histories before and 
after diabetes was diagnosed, the following should be 
noted: First, the abortion rate remained unchanged ; 
second, the stillbirth rate increased 25.4 per cent in the 
patients with known diabetes ; and third, the pregnancy 
wastage increased 29.5 per cent in the patients with 
known diabetes. With good obstetric and medical care, 
the abortion rate, stillbirth rate, and pregnancy wastage 
in patients with controlled diabetes should approach 
the rates expected in the general population. That was 
not what occurred in this group of patients. 

The expected abortion rate of nondiabetic women 
is 10 per cent*, and the expected fetal mortality for non- 
diabetic women is 3 to 4 per cent. The pregnancy 
wastage should be 13 to 14 per cent. The abortion rate 
in diabetic pregnancies is directly proportional to the 
lack of diabetic control. 

It seems logical to assume that in this series of 
cases, after diabetes was diagnosed, these patients were 
put on a therapeutic regimen for the control of the 
disease. The poor results obtained in the group of 
known diabetics must have been due to inadequate dia- 
betic control, poor patient cooperation, inadequate or 
no medical or obstetric consultation, or poor obstetric 
judgment. 


Fetal mortality and morbidity 


The fetal deaths in this study include all those 
occurring after 20 weeks’ gestation. As previously 
stated, there were 8 stillbirths and 2 neonatal deaths. 
The uncorrected fetal mortality rate was 38.5 per cent. 
One of the stillborn infants died in utero before viabil- 
ity, and one had a congenital malformation (anencepha- 
lus) incompatible with extrauterine existence. If the 
fetal mortality rate is corrected for these two fetal 
deaths, it is then 30.8 per cent. In comparison: Pedo- 
witz and Shlevin® report an 8.8 per. cent fetal mortality ; 
Stephen, Holcomb, and Page® an 8 per cent fetal mor- 
tality ; Nelson, Gillespie, and White’ a 10 per cent fetal 
mortality ; Reis, DeCosta, and Allweiss® a 13.6 per cent 
fetal mortality; Hall and Tillman® an 18.3 per cent 
fetal mortality; and Tolstoi, Given, and Douglas’® a 
22.5 per cent fetal mortality. The fetal deaths in this 
study and the classification in which they occurred are 
summarized in Table II. 


TABLE II—FETAL MORTALITY RATE BASED 
ON CONSULTATION 


Consultant Number of Fetal Mortality 
pregnancies deaths rate 

None 3 1 33.3% 

Medical 9 3 33.3% 

Obstetric 0 

Medical and 

Obstetric 14 6 42.9% _ 

Totals 26 10 38.5% 


Autopsy was performed in 6 of the 10 cases of 
fetal deaths. No anatomic cause for death could be 
found in 2. Intracranial hemorrhage, hyaline membrane 
disease, anencephalus, and cord strangulation were each 
responsible for one fetal death. Three fetuses were so 
macerated that microscopic tissue examination was un- 
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satisfactory. Hyperplasia of the islands of Langerhans 
was found in the remaining three; and this condition 
is almost always found in babies of diabetic mothers.” 


The most fregently encountered neonatal compli- 
cation was respiratory depression and distress. This 
occurred in 7 newborn infants, an incidence of 39 per 
cent. Hypoglycemia possibly occurred in 1 newborn, 
and 1 infant had a fractured clavicle resulting from 
impacted shoulders. Two congenital malformations oc- 
curred, an incidence of 7.7 per cent; they were anen- 
cephalus and congenital heart disease. 

The average weight of the infants reaching term 
(38 weeks or more) was 3,657 grams (8 pounds 1 
ounce), and the average length was 51 cm. (20.4 
inches). Both the weight and length exceeded the aver- 
age weight and length of newborn infants of nondia- 
betic mothers. The largest infant weighed 4,905 grams 
(10 pounds 13 ounces) and the longest infant measured 
61.3 cm. (24.5 inches). 

Table II summarizes the fetal mortalities in rela- 
tion to medical and/or obstetric consultation. It should 
be noted that the highest fetal mortality rate occurred 
in the group of patients having both medical and ob- 
stetric consultation. This is quite deceiving until it is 
realized that only three of the patients were seen in 
consultation by an internist and obstetrician early in 
pregnancy. The remainder were seen in consultation on 
admission to the obstetric service a few days prior to 
delivery or after they were admitted to the obstetric 
service in active labor. Several of the patients were not 
seen by a consultant until after a diabetic or obstetric 
complication arose just prior to delivery or in the early 
puerperium. It must be emphasized that fetal mortality 
can be greatly lessened by close liaison between the 
internist and obstetrician,!? which should be established 
at the onset of pregnancy and not just prior to delivery. 


Complications 


The complications encountered, both diabetic and 
obstetric, are summarized in Table III. All patients 
exceeding their calculated ideal body weight by 5 to 10 
pounds were considered overweight. A weight gain of 
more than 20 pounds was considered excessive. The 
incidence of pre-eclampsia was approximately twice 
the expected incidence in nondiabetic pregnancies, 
which is 7 to 8 per cent. Tolstoi and his associates’® 
cite an incidence of 48 per cent and Hurwitz? an inci- 
dence of 29 per cent. Three fetal mortalities occurred 
in uncomplicated pregnancies, but in general, the fetal 
mortality rate was directly proportional to the number 
of complications present. Ketoacidosis and pre-eclamp- 
sia are usually associated with the highest fetal mor- 
tality 


TABLE III—COMPLICATIONS IN DIABETIC 
PREGNANCIES 


Complication Number Frequency 
of cases 

Obesity 14 53.8% 

Hypertension 

(in excess of 140/90) 13 50% 

Excessive weight gain 

(in excess of 20 Ibs.) 10 38.5% 

Ketoacidosis 5 19.2% 

Polyhydramnios 4 15.4% 

Pre-eclampsia 4 15.4% 

Pyelonephritis 4 15.4% 

Breech presentation 3 11.5% 

Impacted shoulders 2 7.7% 
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Time and method of delivery 


The time chosen for delivery must be individual- 
ized and usually depends on what is considered best for 
the fetus. Factors that must be considered are the esti- 
mated size and maturity of the fetus, the gestational 
age, the adequacy of diabetic control, and the presence 
of diabetic or obstetric complications. There is general 
agreement that pregnancy should be terminated no later 
than the thirty-eighth week, but the optimum time 
varies from viability to thirty-eight weeks. In general, 
the pregnancy should be terminated after viability but 
preferably after the thirty-second week if the patient 
is in Class F. Patients in Class D or E should have 
their pregnancies terminated sometime between the 
thirty-second week and the thirty-fifth week. Patients 
in Class B or C should have their pregnancies termi- 
nated before the thirty-seventh week. Class A patients 
should have their pregnancies terminated no later than 
the thirty-eighth week. The incidence of cesarean sec- 
tion will of necessity be very high. 

The decision must be made whether to allow the 
patient to deliver vaginally or to perform a cesarean 
section. If there are no obstetric contraindications, 
vaginal delivery is attempted if the disease is of recent 
onset and the patient has no obstetric or diabetic com- 
plications. After the thirty-seventh week and if the 
cervix is ripe, vaginal delivery can frequently be ac- 
complished by rupture of the membranes or rupture of 
the membranes and induction of labor with Pitocin. 
Elective cesarean section is preferred in primigravidas, 
in patients with obstetric or diabetic complications, in 
patients who have had several abortions or stillbirths 
with no successful pregnancies, and in patients who 
have an unusually large fetus. Frequently section must 
be performed if it is elected to terminate pregnancy 
prior to the thirty-seventh week. White’ recommends 
immediate cesarean section if the patient reports ab- 
sence of fetal movement and the fetal heart tones are 
audible or if polyhydramnios or pre-eclampsia suddenly 
appears. Two other factors must be mentioned which 
may influence the decision as to whether to section the 
patient or allow vaginal delivery: These are the age 
of the patient and the social value of the child. 

Eighteen of the patients in this series (69.2 per 
cent) were allowed to go into spontaneous labor and 
deliver vaginally. Only 1 patient went into premature 
labor and delivered before the fetus was viable. One 
patient was allowed to go into spontaneous labor during 
the thirty-sixth week because of the intrauterine death 
of an anencephalic fetus at 30 weeks. The fetal mor- 
tality rate in this group was 44.4 per cent. 

Only 8 patients (30.8 per cent) had their preg- 
nancies electively terminated: 4 (15.4 per cent) by in- 
duction of labor and 4 (15.4 per cent) by cesarean 
section. One patient underwent section at 33 weeks 
of gestation after she went into labor following a uter- 
ine paracentesis for polyhydramnios. The infant died 
7 hours later as a result of hyaline membrane disease. 
Labor was induced in 1 patient at 30 weeks’ gestation 
after the intrauterine death of the fetus, possibly due 
to severe maternal ketoacidosis. The fetal mortality 
rate in this group was 25 per cent. 

The fetal mortality rate based on the method and 
time of delivery is summarized in Tables IV and V 
respectively. In reviewing Table V, it should be noted 
that 16 patients (61.5 per cent) were delivered after 
the thirty-eighth week, resulting in 4 stillbirths and 1 
neonatal death. One of the stillbirths was the anen- 
cephalic fetus previously mentioned. Six patients were 
delivered during the thirty-seventh and thirty-eighth 
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TABLE IV—FETAL MORTALITY BASED ON THE METHOD OF DELIVERY 


Method Number of Living Stillborn Neonatal Mortality 
cases deaths rate 
Vaginal 
(spontaneous labor ) 18 (69.2%) 11 7 1 44.4% 
Vaginal 
(induced labor) 4 (15.4%) 3 1 0 25% 
Cesarean section 4 (15.4%) 4 0 1 25% 
Totals 26 18 8 2 38.5% 
TABLE V—FETAL MORTALITY BASED ON THE TIME OF DELIVERY 
Gestational Number of Living Stillborn Neonatal Mortality 
age cases deaths rate 
20-28 weeks 1 1 100% 
29-31 weeks 1 1 100% 
32-35 weeks 2 2 1 50% 
36-37 weeks 6 4 2 33.3% 
38-43 weeks 16 12 4 1 31.3% 
Totals 26 18 8 : 38.5% 


weeks resulting in 2 stillbirths, 1 after death in utero 
at 30 weeks. 

It is obvious that the cesarean section rate in this 
series is much too low. The section rate as reported 
in the literature varies from a low of 20 per cent’* to a 
high of 80 per cent.* Tolstoi, Given, and Douglas’? feel 
that the ideal rate lies somewhere between 50 and 60 
per cent. In their series, the rate was 56.1 per cent. 
It is general knowledge that there is a high incidence 
of intrauterine fetal deaths in diabetic pregnancies after 
the thirty-sixth week of gestation. Therefore, why 
were 16 patients allowed to go beyond the thirty-eighth 
week of gestation? Obviously, the reason was inade- 
quate utilization of the available medical and obstetric 


consultants. 


The prediabetic state 


The pregnancy wastage of patients in the predia- 
betic state almost parallels the pregnancy wastage of 
known diabetic patients. In the prediabetic state, preg- 
nancy often acts like a delicate barometer in revealing 
signs of diabetes which are absent in the nonpregnant 
state. Therefore, the poor results obtained in prediabetic 
pregnancies are due to the lack of early recognition of 
the disease, inadequate prenatal care judged by diabetic 
standards, and failure to interrupt pregnancy at the 
ideal time.° 

The prediabetic or eariy mild diabetic will be de- 
tected only if the physician has a high index of 
suspicion. Suspicion should be aroused in the following 
instances : 

1. Any patient with a family history of diabetes 
should be suspected of having diabetes or prediabetes 
until proved otherwise. In this group of patients, 9 
(39.1 per cent) had a positive family history. 

2. An obstetric history of several abortions or one 
or more large stillborn infants is suggestive of diabetes. 

3. An infant of excessive size delivered from a 
pre-eclamptic mother strongly suggests the co-existence 
of unsuspected diabetes.® 

4. Kriss and Futcher’* predict on the basis of their 
studies that mothers delivering an infant weighing 10 
to 11 pounds have a 10.7 per cent chance of developing 
diabetes ; mothers whose babies weigh 11 to 12 pounds 
have a 13 per cent chance of developing diabetes; 
mothers whose babies weigh 12 to 13 pounds have a 
45.2 per cent chance of developing diabetes; and dia- 
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betes will develop in all mothers whose babies weigh 
more than 13 pounds. The average time that elapsed 
from the time of birth to the onset of the disease was 
24 years. 

5. Glucosuria in pregnancy must be considered to 
be due to diabetes until it is proved otherwise, even 
though physiologic glucosuria from a lowered renal 


threshold occurs in from 5 per cent’ to 15 per cent™® of 


all pregnancies. 

6. The otherwise unexplained intrauterine death 
of a large fetus should suggest diabetes.® 

In most instances, a single fasting blood sugar will 
not reveai the metabolic abnormality. Postprandial blood 
sugars are more reliable. The most reliable and accu- 
rate test is the glucose tolerance test. This procedure 
is reliable late in pregnancy and during the first week 
of the puerperium. Any patient with an abnormal 
glucose tolerance curve during pregnancy should be 
considered diabetic and be treated as diabetic even 
though the curve reverts to normal after the first week 
of the puerperium.® 


Prenatal care 


All diabetic patients should have medical and ob- 
stetric evaluation prior to conception. At the onset of 
pregnancy, the patient should be at the calculated ideal 
body weight and under adequate diabetic control. The 
patient should be aware that the disease can produce 
profound deviations from normal which alter the 
course and outcome of pregnancy. The cooperation of 
the patient with the obstetrician and internist must be 
stressed. The patient should be seen at weekly intervals 
by an internist and obstetrician for early detection of 
complications. Complications such as edema, hyper- 
tension, polyhydramnios, ketoacidosis, pre-eclampsia, 
and excessive weight gain must be recognized early 
and therapy instituted to correct them. 

Physiologic glucosuria and lactosuria make the 
urine sugar no longer reliable as the criterion of ade- 
quate diabetic control after the fourth or fifth month 
of pregnancy.’® Therefore, the patient should be in- 
structed to perform daily urine acetone determinations. 
A weekly postprandial blood sugar determination 1 
hour after the morning meal is recommended if the 
patient is receiving intermediate or long-acting insulin. 
The insulin dosage should be adjusted to insure a post- 
prandial blood sugar level of 170 to 210 mg. per 100 
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cc., and the fasting blood sugar level should range be- 
tween 80 and 130 mg. per 100 cc.” 

It must be remembered that the insulin require- 
ments double or treble by the last trimester in 75 per 
cent of the patients. Any infectious process increases 
insulin requirements. Therefore, infections such as 
pyelonephritis must be promptly diagnosed and ade- 
quately treated. 

The diet should include at least 2 grams of protein 
per kilogram of body weight and 180 to 250 grams of 
carbohydrate daily. The remainder of the caloric re- 
quirement consists of fat. An adequate supplement of 
the fat-soluble vitamins is essential. Additional iron 
should be supplied since iron deficiency anemia is more 
frequently encountered in diabetic pregnancies than in 
normal pregnancies. 

Hospitalization is indicated for any complication 
that does not respond promptly to adequate treatment. 
Several weeks before pregnancy is to be terminated, the 
patient should be hospitalized for close observation, 
evaluation, and management. 

Any discussion of diabetes in pregnancy would 
not be complete if the work of Priscilla White were 
not mentioned. She is probably the outstanding au- 
thority on diabetes in pregnancy, and her group has 
managed more diabetic pregnancies than any other 
investigating group. Credit for the progressive im- 
provement of fetal mortality rates over the last 20 years 
belongs to her. White’?! believes that one of the 
most important factors involved in the high fetal mor- 
tality rate is an imbalance of the female sex hormones. 
Although this imbalance is not present in all diabetic 
pregnancies, it is present in unsuccessful diabetic preg- 
nancies. Her studies reveal an abnormal rise of chori- 
onic gonadotropin levels between the twenty-fourth and 
twenty-sixth weeks of pregnancy. Associated with the 
rise in chorionic gonadotropin is a decrease in the level 
of serum estrogen and progesterone as measured by 
pregnanediol excretion. 

White advocates substitutional therapy beginning 
at the sixteenth week of pregnancy, consisting of equal 
quantities of intramuscular progesterone and stilbestrol 
daily. The majority of the other investigators are not 
in complete agreement with White on this point but are 
in agreement with her other points of management. 
Nevertheless, it should be pointed out that oral substi- 
tutional therapy was used by many investigators trying 
to duplicate her results, that the low fetal mortality 
rate obtained by White in juvenile diabetics has never 
been duplicated, and that the low fetal mortality rate 
obtained by White in a large series has never been 
duplicated by a single group. In this series, hormonal 
therapy was used on only one patient. The patient was 
a Class E diabetic who delivered a stillborn fetus during 
the twenty-third week of pregnancy. 


Analgesia and anesthesia 


The choice of analgesia during labor and anes- 
thesia for delivery is also determined by what is best 
for the fetus. It must be remembered that, regardless 
of the length and weight, the infant of a diabetic 
mother behaves like a premature baby even though it 
is delivered at term. The vital centers of premature 
infants are more susceptible to central nervous system 
depressants than the vital centers of mature infants. 
Therefore, any analgesic or anesthetic agent which pro- 
duces central nervous system depression is contraindi- 
cated. Minimal amounts of narcotics may be used but 
the depressant action should be counteracted by a nar- 
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cotic antagonist such as Lorfan or Nalline. The choice 
of anesthesia for delivery, whether vaginal or by ce- 
sarean section, is some form of conduction anesthesia 
or a local anesthetic. 

In this series, 22 patients (84.6 per cent) received 
conduction anesthesia, lumbar peridural in 8; caudals 
in 6; and spinal blocks in 8. In 3 instances, inhalation 
anesthesia was used, and 1 patient had no anesthesia. 
Pudendal block was not employed although it is prefer- 
able to inhalation anesthesia. 


Care of the newborn 


Neonatal morbidity and mortality can be reduced 
by adequate newborn care. The baby of a diabetic 
mother must receive the best in premature newborn 
care. This includes aspiration of the oropharynx, 
nasopharynx, and stomach, endotracheal oxygen if 
necessary, and postural drainage. If the mother has 
been adequately controlled from the diabetic standpoint 
throughout pregnancy, hypoglycemia is not a frequent 
problem. Blood sugar determinations and administra- 
tion of glucose are of little value, since hypogiycemia 
in the newborn is most commonly physiologic and rare- 
ly, if ever, requires correction.’*** In fact, the only 
case that White’ saw with the clinical symptoms of 
pallor, sweating, and twitching was in a newborn with 
a blood sugar of 9 mg. per 100 cc. Therefore, it is 
recommended that glucose not be given routinely to 
infants of diabetic mothers. 

However, if pallor, shallow respirations, sweating, 
twitching, or a drop in temperature should occur in 
the newborn of a diabetic mother, small gavage feed- 
ings of 50 per cent glucose or 2.5 per cent glucose 
subcutaneously should be given. Immediately after the 
respiratory passages are cleared, the infant should be 
placed in an incubator with a controlled temperature 
of 29 C., 40 per cent oxygen concentration, and high 
humidity. The infant should remain in this environment 
for at least 24 hours, and during that time should be 
handled as little as possible. If vigorous resuscitative 
procedures were required or if difficulty was encoun- 
tered with the delivery, prophylactic antibiotic therapy 
should be instituted. The oversize so characteristic of 
babies of diabetic mothers is due to excessive fat, 
edema, and visceromegaly involving the heart, liver, 
and spleen. For this reason, some authorities recom- 
mend fasting babies of diabetic mothers for 24 to 48 
hours or longer.”® 


Summary and conclusions 


1. Adequate diabetic control alone has reduced 
pregnancy wastage from spontaneous abortions and 
premature labors but has not significantly reduced the 
pregnancy wastage after viability. 

2. The average general practitioner has little op- 
portunity to gain experience in the management of 
diabetic pregnancies. Therefore, he should feel obli- 
gated to refer any pregnant diabetic patient to an in- 
ternist and to an obstetrician for the best possible care. 

3. Close liaison between the internist and obstetri- 
cian managing a diabetic pregnancy as well as good 
patient cooperation will increase pregnancy salvage. 

4. The pregnancy wastage in the prediabetic state 
closely approximates that of uncontrolled diabetes. The 
total pregnancy wastage in this series of 120 preg- 
nancies (46.6 per cent) approximated the anticipated 
pregnancy wastage of uncontrolled diabetes (50 per 
cent). 
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5. The fetal mortality rate in 26 pregnancies in 
diabetic mothers was 38.5 per cent (corrected to 30.8 
per cent). This rate does not compare favorably with 
the mortality rates of other series. 

6. The high pregnancy wastage in this series was 
probably due to one or more of the following: 

a. Failure to suspect the prediabetic state or 
early mild diabetes 

b. Failure to obtain early medical and obstet- 
ric consultation in known diabetic preg- 
nancies 

c. Failure to treat and control adequately dia- 
betic and obstetric complications that 
arose during pregnancy 

d. Poor diabetic control 

e. Poor patient cooperation 

f. Poor obstetric judgment in failing to ter- 
minate pregnancy prior to the thirty- 
eighth week 

g. Poor newborn care as judged by the stand- 
ards of premature newborn care. 

7. To lessen pregnancy wastage and especially 
fetal mortality in pregnancy complicating diabetes mel- 
litus at the Detroit Osteopathic Hospital, the following 
plan is recommended: 

a. Adequate diabetic control and close obstet- 
ric observation through medical and ob- 
stetric consultation obtained at the onset 
of pregnancy 

b. Suspecting and diagnosing the prediabetic 
state and early mild diabetes 

c. Prompt and adequate treatment of diabetic 
and obstetric complications 

d. Substitutional hormone therapy in juvenile 
diabetics and in patients having the dis- 
ease 10 years or longer 

e. Elective termination of diabetic pregnan- 
cies prior to the thirty-eighth week or 
earlier if indicated, thereby increasing the 
cesarean section rate 


Notes toward a 


HISTORY 
KINESIOLOGY* 


PHILIP J. RASCH, Ph.D. 


Los Angeles, California 


Part II 

A sour 1740, physiologists became excited 

over the phenomena produced by electrical stimulation 
of muscles. Haller summarized many of the early ex- 
periments in his treatise on muscle irritability, and 
Whytt reported clinical observations on a patient treat- 
ed by electrotherapy. “Animal electricity” was proposed 
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f. Adequate premature infant care given to 
every infant delivered of a diabetic 


mother. 
8443 Woodmont Avenue 
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as a substitute for “animal spirits,’ which earlier in- 
vestigators believed to be the activating force in muscu- 
lar movement. During the summer of 1786, Luigi Gal- 
vani (1737-1798) studied the effects of atmospheric 
electricity upon dissected frog muscles. He observed 
that the muscles of a frog sometimes contracted when 
touched by a scalpel, which led him to the conclusion 
that there was “indwelling electricity” in animals and 
that the movement of a muscle was the result of its 
exterior negative charge uniting with the positive elec- 
tricity which proceeded along the nerve. In a violent 
attack on this theory, Alessandro Volta (1745-1827) 
contended that activation actually resulted from the 
contact of dissimilar metals. Galvani riposted with a 
second paper, in which he reported that he had pro- 
duced muscular contraction without the intervention of 
metals by bringing the vertebral column of a prepared 
frog into contact with a thigh muscle. It is now known 
that this phenomenon results from the difference in po- 
tential (injury current) which exists between an ex- 
cised frog nerve and a severed muscle.’ 

The study of animal electricity at once became the 
absorbing interest of the physiologic world. The great- 
est name among the early students of electrophysiology 
is that of Emil Du Bois-Reymond (1818-1896), who 
laid the foundations of modern electrophysiology.? 
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“*.,. the importance of muscular 
contraction to us can be 
stated by saying that all man 
can do is move things, and 
his muscular contraction 


is his sole means thereto” 


Guillaume Benjamin Armand Duchenne (1806- 
1875), fascinated by the prospect of investigating mus- 
cular response produced by electrical stimulation, set out 
to classify the functions of individual muscles in rela- 
tion to body movements although he recognized that 
isolated muscular action does not exist in nature.* His 
masterwork, Physiologie des mouvements, appeared in 
1865, and has been acclaimed “one of the greatest books 
of all times.’”* Unfortunately, this classic was not 
translated into English until 1949, and then appeared 
in only a small edition. As a result, it is not generally 
available for reference work. 

The modern concept of locomotion originated with 
the studies of Borelli; however, very little was accom- 
plished in this field prior to the publication of Die 
Mechanik der menschlichen Gerverkzeuge by the Web- 
ers in 1836. Their treatise, which still stands as a 
classic work accomplished by purely observational 
methods, firmly established the mechanism of muscular 
action on a scientific basis. The Weber brothers, Ernst 
Heinrich (1795-1878), Wilhelm Eduard (1804-1891), 
and Eduard Friedrich (1806-1871), believed that the 
body was maintained in the erect position primarily by 
tension of the ligaments, with little or no muscular 
exertion ; that in walking or running the forward mo- 
tion of the limb is a pendulum-swing due to gravity; 
and that walking is a movement of falling forward, 
arrested by the weight of the body thrown on the limb 
as it is advanced forward. The Webers were the first 
to investigate the reduction in the length of an individ- 
val muscle during contraction and devoted much study 
to the role of bones as mechanical levers. They were 
also the first to describe in chronologic detail the move- 
ment of the center of gravity.® 

The study of animal mechanics was expanded by 
the talented and versatile Samuel Haughton (1821- 
1897) in numerous papers bearing such titles as Out- 
lines of a New Theory of Muscular Action (1863), 
The Muscular Mechanism of the Leg of the Ostrich 
(1865). On Hanging, Considered from a Mechanical 
and Physiological Point of View (1866), and Notes on 
Animal Mechanics (1861-1865). However, advance- 
ment of knowledge concerning body mechanics was 
greatly impeded by lack of a satisfactory method of 
chronologic reproduction of movement. This advance 
was made when Janssen, as astronomer who in 1878 
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utilized serial pictures to study the transit of Venus, 
suggested kinematographic pictures to study human mo- 
tion. Eadweard Muybridge (1831-1904) produced his 
book, the Horse in Motion, in 1882, and his monu- 
mental work, Animal Locomotion, in eleven volumes in 
1887, an abridgment of which was reissued in 1955 
under the title of The Human Figure in Motion.® 
Etienne Jules Marey (1830-1904), who was convinced 
that movement is the most important of human func- 
tions and that all other functions are concerned with its 
accomplishment, described graphic and photographic 
methods for biologic research in Du Mouvement dans 
les Functions de la Vie (1892) and Le Mouvement 
(1894). 

These photographic technics opened the way for 
the experimental studies of Christian Wilhelm Braune 
(1831-1892) and Otto Fischer (1861-1916), which to- 
day “dominate the study of the human gait.”’ Even 
more famous than these studies was their report of an 
experimental method of determining the center of grav- 
ity, published in 1889. Its essence has been presented 
in an article by Hirt, Fries, and Hellebrandt.* Accord- 
ing to these authors, the major premise of Braune and 
Fischer was that a knowledge of the position of the 
center of gravity of the human body and its component 
parts was fundamental to an understanding of the re- 
sistive forces which the muscles must overcome during 
movement. Their observations were made on four 
cadavers, which after having been preserved by freez- 
ing, were nailed to a wall by means of long steel spits. 
The planes of the centers of gravity of the longitudinal, 
sagittal, and frontal axes were thus determined. By dis- 
secting the bodies by means of a saw and locating the 
points of intersection of the three planes, they were able 
to establish the center of gravity of the body. The cen- 
ter of gravity of the component parts was determined 
in the same manner. Because one cadaver began to de- 
compose and the investigators were not permitted to 
dissect a second cadaver, complete observations were 
made on only two of the four bodies. When the centers 
of gravity were plotted on a life-size drawing of one of 
the cadavers and compared photographically with those 
of a soldier having similar body measurements, the in- 
vestigators observed a remarkable similarity. Braune 
and Fischer concluded that the original position of their 
frozen cadavers could be considered a normal one and 
referred to it as “normalstellung,” which was intended 
to indicate only that it was the standard position in 
which their measurements were taken. Unfortunately, 
this term came to be understood as the ideal position, 
and generations of students were exhorted to imitate it. 


On the basis of subsequent studies Rudolph A. Fick 
(1866-1939), concluded that the theory of “normal- 
stellung” was not entirely valid, as the recumbent posi- 
tion of a cadaver could not be transferred to the vertical 
stance. The degree of lumbar lordosis is much less 
when the body is recumbent than when vertical; in the 
latter position the center of gravity shifts forward con- 
siderably more than Braune and Fischer assumed. Fick 
contended that when peoples of different races and cul- 
tures are considered, there is no one posture that is 
normal for all. Recent anthropologic investigations con- 
firm his opinion.® Fick concerned himself with nearly 
every aspect of body mechanics and remains the leading 
authority on the mechanics of articular movement. His 
work on the mechanics of articular and muscular move- 
ment is considered by authorities to be an indispensable 
guide for students of kinetics.*° Unfortunately, his 
masterworks, Handbuch d. Anatomie und Mechanik 
der Gelenke and Spezielle Gelenk und Muskelmechanik, 
each of which comprises several volumes, have not been 
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translated into English and remain largely inaccessible 
to those who do not read German. This is also true of 
the four-volume work Lehrbuch der Muskel und Ge- 
lenkmechanik of Hans Strasser (1852-1927). 

The late nineteenth and early twentieth centuries 
were most productive of physiologic studies closely 
related to kinesiology. Adolf Eugen Fick (1829-1901 ) 
made important contributions to our knowledge of the 
mechanics of muscular movement and energetics and 
introduced the terms “isometric” and “isotonic.” The 
study of developmental mechanics was introduced by 
Wilhelm Roux (1850-1924), who stated that muscular 
hypertrophy develops only after a muscle is forced to 
work intensively, a point of view which was later dem- 
onstrated experimentally by W. Siebert. Morpurgo 
demonstrated that increased strength and hypertrophy 
are a result of an increase in the diameter of the indi- 
vidual fibers of a muscle, not a result of an increase in 
the number of fibers.'' The theory of progressive re- 
sistance exercise is based principally on the studies of 
Morpurgo and Siebert. 

John Hughlings Jackson (1834-1911), a neurolo- 
gist, made definite contributions to knowledge pertain- 
ing to the control of muscular movement by the brain. 
His conclusions’? are summed up in these words :} 


... the motor centres of every level represent movements of 


muscles, not muscles in their individual character . . . the dis- 
tinction between muscles and movements of muscles is exceed- 
ingly: important all over the field of neurology. . . . The oc- 


currence of convulsion of a muscular region which is already 
imperfectly and yet permanently paralyzed is unintelligible with- 
out that distinction. And without it we shall not understand 
how it can happen that there is loss of some movements of a 
muscular region without obvious disability in that region. 


Jackson mentioned postepileptiform aphasia and hemi- 
plegia as practical examples of his dictum. His ideas 
were cited approvingly by Charles Edward Beevor 
(1854-1908) in his 1903 Croonian Lecture on Muscular 
Movements.'* The aphorism, “Nervous centers know 
nothing of muscles, they only know of movements,” 
which has frequently been attributed to Beevor, should 
be credited to Jackson. 

Beevor himself pointed out that the technic of 
utilizing electrical stimulation employed by Duchenne 
demonstrated what a muscle may do, not what it does 
do; and since only the stimulated muscle responds, this 
method failed to show the action of accessory muscles. 
He referred to James Benignus Winslow’s previous ob- 
jection to the use of cadavers to demonstrate muscular 
action and the fallacious conclusions which had been 
based on these observations. After careful study of the 
muscular actions involved in the movements of certain 
joints, Beevor proposed that the muscles be classified as 
prime movers, synergic muscles, fixators, or antagonists. 
He was of the opinion that the antagonistic muscles 
always relaxed in strong resistive movements." 

In this respect Beevor was influenced by the work 
of Charles Sherrington (1857-1952), who proposed the 
theory of “the reciprocal innervation of antagonistic 
muscles” in a number of papers published near the end 
of the nineteenth century and later incorporated into his 
book, The Integrative Action of the Nervous System 
(1906), a monumental work in the history of kinesiol- 
ogy, which has since been republished many times. Con- 
temporaneously, Henry Pickering Bowditch (1814- 
1911) demonstrated the treppe phenomenon (1871), 
the “all or none” principle of contraction (1871), and 
the indefatigability of the nerves (1890). The Sher- 
rington theory and the “all or none” principle are con- 
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sidered “fundamental for an understanding of kinetic 
events in the human body.” Of inestimable moral value 
to kinesiologists, who at that time were insecure in 
their profession and depressed by the jibes of critics 
who contended that the study of the body was unworthy 
of man, was Sherrington’s insistence that “the impor- 
tance of muscular contraction to us can be stated by 
saying that all man can do is to move things, and his 
muscular contraction is his sole means thereto.” 

Karl Culmann (1821-1881), a German engineer, 
reviewed in Die Graphische Statik all that had been 
accomplished up to 1865 in the solution of static prob- 
lems by graphic methods. Speaking at a meeting of 
scientists in 1866, he called attention to the fact that 
when the calcium phosphate was dissolved from the 
upper end of the femur, the internal architecture of 
this bone coincided with graphostatic determinations of 
the lines of maximum internal stress in a Fairbairn 
crane, which he assumed resembled the femur in shape 
and loading. Although his basic assumption has been 
severely criticized, his analysis forms the basis of the 
trajectorial theory of the architecture of bones. 

The trajectorial theory was supported by Roux 
and became the basis for his interpretation of the tra- 
jectory system of other bones. In 1892, this theory was 
classically expressed by Julius Wolff (1836-1902) in 
the famous Wolff’s Law: “Every change in the form 
and function of a bone or of their function alone is 
followed by certain definite changes in their internal 
architecture, and equally definite secondary alteration in 
their external conformation, in accordance with mathe- 
matical laws.” He believed that the formation of bone 
results both from the force of muscular tensions and 
from resultant static stresses of maintaining the body in 
the erect position, and that these factors always inter- 
sect at right angles. 

In his paper on the Laws of Bone Architecture," 
which has been proclaimed “the most thorough study 
of stress and strain in a bone by mathematical analysis 
of cross sections,”’* Koch concluded that the compact 
and spongy materials of bone are so composed as to 
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produce maximum strength with a minimum of mate- 
rial; and that in form and structure bones are designed 
to resist in the most economical manner the maximum 
compressive stresses normally produced by the body 
weight. Because the stresses from body weight are so 
much greater than the tensions which are normally pro- 
duced by the muscles, reasoned Koch, the effect of mus- 
cular action is of relatively little importance in deter- 
mining the architecture of the bones and, therefore, 
could be ignored in his analysis. In endeavoring to 
draw practical applications from his theoretical studies, 
Koch commented that alterations in posture increase 
the stress in certain regions and decrease it in others, 
and that if postural alterations are maintained, the inner 
structure of the affected bones is altered. The proper 
mechanical means of counteracting these alterations, 
said Koch, was to impose new mechanical conditions 
by the use of braces, jackets, or other suitable devices 
to reverse the transformative process and restore the 
original structure. 

Murk Jansen’s monograph On Bone Formation 
(1920) disagreed with many of Wolff’s premises, in- 
cluding the “dualistic” doctrine that bone formation is 
dependent on both tension and pressure. Wolff’s hy- 
pothesis that these forces intersect at right angles in 
the trabeculae of cancellous bone constituted a fatal 
flaw in the theory, contended Jansen, inasmuch as the 
major trabecular systems do not always cross at right 
angles. Jansen reputedly insisted that the jerking action 
of a contracting muscle, combined with gravity, is the 
chief mechanical stimulus for the formation of bone 
and, moreover, is a determinative factor in the struc- 
ture of cancellous bone.?*"7 

Eben J. Carey’® also criticized Koch’s denial of the 
role of muscular tension in the formation of bone and 
asserted that the powerful back pressure vectors pro- 
duced by the forces of muscular contraction are the 
dominant factors affecting the growth and structure of 
bone. He rejected Koch’s emphasis on static pressure. 
The body, he said, is sustained in the upright posture 
by mutual interaction between the skeleton and the 
muscles, and he expressed the opinion that the dynamic 
action of the muscles may exceed the static pressure of 
body weight. He contended that the normal growth and 
structure of mature bone is the result of this dynamic 
muscular activity and the intrinsic capacity of skeletal 
cells to proliferate centrifugally against extrinsic centri- 
petal resistances. 


Pauwels endeavored to demonstrate that muscles 
and ligaments act as traction braces to reduce the mag- 
nitude of stress in the bones. His work was criticized 
by Evans, however, on the grounds that it was con- 
cerned only with the stresses produced by loads placed 
on solid models shaped like bones. Discussing the valid- 
ity of the various theories, Evans concluded that a deci- 
sion must await experimental evidence. It is possible 
that Wolff and Roux overemphasized the importance 
of mechanical stresses without proper consideration for 
biologic factors which sometimes exceed mechanical 
influences. Nevertheless, the theory of functional adap- 
tation to static stress remains a major hypothesis in 
the study of skeletal development. 

Prior even to the time when the development of 
bone became a subject of heated debate, yet more highly 
controversial hypotheses were introduced into the scien- 
tific world. Charles Darwin (1809-1882) published two 
books, The Origin of the Species (1859) and The De- 
scent of Man (1871), which have since become classics 
and have revolutionized man’s ideas concerning the hu- 
man body.’® His conception of man as a “modified 
descendant of some pre-existing form,” whose frame- 


work is constructed on the same model as that of other 
mammals, and whose body contains both rudimentary 
muscles which serve useful functions in the lower 
mammals and modified structures which result from a 
gradual change from quadripedal to bipedal posture 
was at first bitterly opposed. Now generally accepted, 
his concepts have clarified many questions pertaining 
to kinesiology which might otherwise have remained 
obscure, and have attracted to the study of kinesiology 
many physical anthropologists whose contributions have 
been of great value. Although the limitation of space 
does not permit inclusion of all of them, Ernest Hooten, 
Ethel J. Aipenfels, Wilbur Krogman, and N. C. Tap- 
pen may be cited as typical examples.?°-*8 

A scientist of the nineteenth century, Angelo Mosso 
(1846-1910), made still another important contribution 
to the study of kinesiology, the invention of the ergo- 
graph in 1884. This instrument, now available in an 
endless array of specialized forms,?4-?* has become a 
nearly indispensable tool for the study of muscular 


function in the human body. 
1721 Griffin Ave. 
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Cancer of the tongue 
and floor of the 


MOUTH* 


WILLIAM L. TANENBAUM, D.O., 
M.Se. (Rad.), F.A.O.C.R. 
Detroit, Michigan 


om PRESENTATION will be confined to pri- 
mary malignant changes of the tongue and floor of the 
mouth. Lesions of the tonsils, pharynx, cheek, and 
gums will not be considered at this time. 

It is of interest to note that in the medical litera- 
ture of 1615, there is a definite case report on cancer 
of the tongue.! This suggests that a diagnosis of oral 
cancer depends chiefly upon physical findings. 


Incidence 


Carcinoma of the tongue is responsible for more 
deaths than any other cancer of the head and neck. It 
represents 2 to 3 per cent of all human cancer and about 
1 to 2 per cent of all cancer deaths.?* 

The distribution of intraoral cancer is as follows :° 
tongue, 60 per cent; floor of the mouth, 20 per cent; 
cheek, 10 per cent; gum, 5 per cent; and soft palate, 5 
per cent. 

Cancer of the tongue occurs at least five times 
more frequently in men than in women.* There is no 
age limit for this disease, but the average age is from 
52.6 to 60 years.?*5 


Etiologic factors 


The exact cause of cancer of the tongue and floor 
of the mouth is not known, but the constant relationship 
to chronic irritation and association with some diseases 
appears to be more than mere coincidence. Syphilis is 
found in over 20 per cent of these cases, and leuko- 
plakia is found in about 10 per cent.** Dental pathol- 
ogy and other oral infections are present in about 60 per 
cent of patients with cancer of the mouth and tongue. 

The use of tobacco for chewing or smoking ap- 
pears to have some relationship to the incidence of 
cancer of the mouth and tongue ; however, nothing con- 
clusive has been established at this time except on the 
basis of chronic irritation. 


Location 


There is a difference in findings as to the most 
common site of cancer of the tongue. Martin, Munster, 


*Presented at the annual meeting of the American Osteopathic Col- 
lege of Radiology, St. Louis, Missouri, October 27, 1957. 


Vor. 57, JUNE 1958 


and Sugarbaker® believe that the anterior two thirds of 
the tongue are the most common site. 

Gibbel, Cross, and Ariel* found that the base of 
the tongue was the primary site in 47.8 per cent of 330 
cases. Mulligan? considers the middle third of the 
tongue as the primary site in 55 per cent of all cases 
of cancer of the tongue. 

The undersurface of the tongue is involved in 
about 8 per cent of these cases.* The marginal portions 
of the tongue, whether anterior, basal, right, left, or 
undersurface, are the most common general locations. 

It is of interest to note that the dorsum of the 
tongue in front of the lingual V has never been report- 
ed as a primary site for this lesion.® 

Cancer of the floor of the mouth is usually located 
in the alveololingual sulcus or in the frenal portion an- 
teriorly. 

Multiple primary lesions have been reported. 


Pathology 


The anterior two thirds of the tongue and floor of 
the mouth usually show well-differentiated squamous 
cell cancer. 

The transitional cell and anaplastic carcinomas are 
most common at the basal portion of the tongue and in 
the floor of the mouth. It appears that the more pos- 
terior and the more basal the tumor is in location, the 
more likely it is to resemble the type of tumors and 
cancers frequently seen in the pharynx. 


Physical findings 


The most common appearance of the malignant le- 
sion in its early stages is a small, indurated, painless, 
nontender ulcer usually located on the lateral portion 
of the middle third of the tongue. This soon progresses 
to larger’size (approximately 2 or 3 cm.) with associat- 
ed infection, pain, and fixation. Primary cancer of the 
base of the tongue often reaches 3 cm. in size without 
local symptoms.” 

Many patients when first seen have unilateral cer- 
vical lymphatic nodal enlargement which is fixed and 
tender. This may be on the same side as or opposite the 
primary lesion in the mouth or tongue. Many primary 
lesions may measure only 1 cm. or less while a metasta- 
sis to the upper deep cervical nodes may measure 5 cm. 
or more in size. Approximately 55 per cent of patients 
have involvement of the deep cervical lymph nodes 
when first seen; ultimately, 80 per cent will show this 
involvement. Metastasis to the opposite side of the 
neck occurs in about 25 per cent of cases.? 

Distant metastasis is to the lungs, liver, mediastinal 
lymph nodes, pericardium, pleura, and bones. Lesions 
on the base of the tongue show the most extensive 
metastases. 

Adequate examination of the tongue and floor of 
the mouth is not difficult provided the physician has 
good illumination, a finger cot or rubber glove, and a 
tongue depressor. Visual inspection alone is not enough 
since many small indurations which are very early le- 
sions cannot be seen but may be detected by careful 
palpation. The tissues within the mouth and on the 
opposing external surfaces of the face and neck should 
also be closely examined and palpated. 

When the lesion is advanced, there is a pronounced 
foul smelling, fungating, necrotic, ulcerative mass with 
fixation of the tongue and adjacent tissues. The early 
lesion may show a small ulceration covered by a grayish 
membrane. 
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Symptoms 


Symptoms of cancer of the tongue and floor of the 
mouth are as follows: 

1. There may be a small “lump” or “sore” on the 
tongue or between the tongue and gum on the floor of 
the mouth that has not healed. This lesion is usually 
painless in its early stages. 

2. Pain is present after infection sets in. One of 
the peculiar characteristics of the malignant ulcer of 
the tongue and floor of the mouth is the delay in onset 
of pain. It is because of the painless nature of the early 
malignant ulcer that patients do not seek medical atten- 
tion sooner. When pain manifests itself, the tumor has 
become large and infected. 

3. Dysphagia and soreness of the throat are symp- 
toms which cause one patient out of eight to seek medi- 
cal care. 

4. A “lump” or “swollen gland” under the lower 
jaw may also cause the patient to come to the doctor. 

5. Alterations in the nature of long-standing mouth 
lesions, such as leukoplakia or small elevations of the 
tongue margins, may indicate malignant change. 

6. Hemorrhage may occur when the lesion ulcerates 
into a blood vessel. 

7. Terminal symptoms are loss of weight, cachexia, 
and lung metastasis with its associated symptoms. 

8. Lesions of the floor of the mouth may invade 
the bone structure of the mandible; this extension is 
associated with severe pain and destruction. 


Delay in treatment 


The responsibility for delay in treatment of cancer 
of the tongue and floor of the mouth is usually shared 
by the patient and the doctor or dentist. Patients do 
not seek care for cancer of the tongue or floor of the 
mouth early, when it has its highest cure rate, because 
the lesion is noted for its painless nature. Doctors and 
dentists fail to do complete examinations of the tongue 
and floor of the mouth in asymptomatic patients. 

Doctors and dentists also cause delay in the diag- 
nosis and treatment of this disease when they treat the 
patient symptomatically for syphilis, tonsillitis, ulcera- 
tive stomatitis, and dental trauma, instead of doing a 
biopsy for a correct diagnosis and instituting treatment 
for cancer. 


Prognosis 


Prognosis may be estimated by the size, appear- 
ance, and histopathology.® 

1. If the lesion measures less than 2 cm. in diameter 
with no cervical lymph gland enlargement the cure rate 
is approximately 60 per cent. 

2. If the lesion measures over 2 cm. with no cer- 
vical lymph gland involvement, the cure rate is 25 per 
cent. 

3. If there are metastases to regional or cervical 
lymph nodes, the prognosis is grave since 10 per cent 
or less of these patients will survive 5 years, regardless 
of the therapy used. 


Choice of treatment 


Factors which influence the choice of treatment for 
cancer of tongue or floor of the mouth are as follows :5 

1. Position of the lesion on the tongue or floor of 
the mouth 

2. Its anatomic stage or extent of infiltration 
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3. Its histopathologic characteristics as determined 
by biopsy. 

It is now generally accepted in most clinics that for 
primary lesions the method of choice is radiation ther- 
apy, and for cervical metastasis, surgery. There are, 
of course, cases in which a combination of surgery and 
radiation therapy.is the treatment of choice. 

According to Nuttall and Chester-Williams,’ the 
following outline may be used as a guide in the man- 
agement of cancer of the tongue and floor of the mouth: 


Site of lesion Treatment 
1. Tongue 

a. Dorsum Horizontal implantation of radon, 
radium, or cobalt needles 

b. Tip Surgery 

c. Base Small lesions—Implantation, single 
plane radon, radium, or cobalt 
needles 
Large lesions—External irradiation 
and intraoral port 

d. Margins Small lesions—Implantation of ra- 


don, radium, or cobalt needles 

Large lesions—External irradiation 

or implantation plus external x-ray 

therapy 

Single plane implant parallel with 

the mucosa—intraoral x-ray ther- 

apy may be utilized with special 

cones and localizers 

2. Floor of the mouth 
a. Frenal lesion 


e. Undersurface 


Not invading the tongue—Mould 
single or sandwich implant accord- 
ing to depth of invasion 

Invading the tongue—External and 
intraoral x-ray or volume implanta- 
tion of radon, radium, or cobalt or 
a combination of the above types 
of irradiation 

Mould or external irradiation of 
lesion and part 


b. Alveololingual 
sulcus 


Dosage 


According to above authors,’ for radium needles 
measuring 4 cm. in length and having an active length 
of 3 cm., the following doses are recommended for im- 
plantation technic : 

Single plane implants—6,000 to 7,000 roentgens at 
0.5 cm. distance in 6 to 10 days 

Two plane implants—5,000 to 6,500 roentgens at 
0.5 cm. distance in 6 to 10 days 

Volume implants—5,000 to 5,500 roentgens at 0.5 
cm. distance in 6 to 10 days. 

In contrast to the clinics which apparently have the 
largest number of treated cases, some American clinics 
use surgery as the treatment of choice in the malignant 
lesions of the tongue and floor of the mouth with reser- 
vation as follows: 

At the University of Minnesota Hospitals,‘ lesions 
confined to the lateral half or less of the anterior two 
thirds of the tongue are considered amenable to sur- 
gery. An exception in this location is the small super- 
ficial carcinoma on the lateral aspect of the mobile 
tongue which can easily be treated by an intraoral cone. 
Carcinoma of the base of the tongue posterior to the 
anterior tonsillar pillar is considered inaccessible to the 
surgeon; therefore, radiation therapy with radon or 
radium implant may be considered the treatment of 
choice. 

Tumors which reach or cross the midline of the 
tongue cannot be satisfactorily resected without unrea- 
sonable disability ; therefore, radiation or roentgen ther- 
apy usually followed by radon implantation is utilized 
when the tumor is located to this location or situation. 
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Since carcinoma of the tongue metastasizes very early 
the prescribed surgical treatment in this clinic is a 
hemiglossectomy with a neck dissection in continuity 
even if there is no palpable lymph-adenopathy. 

Gibbell, Cross, and Ariel* consider the treatment 
of cancer of the tongue in three categories: 

1. Treatment of the primary lesion when no metas- 
tasis is present: one of the following methods may be 
used: (1) External irradiation delivered either through 
the skin or directly through an oral port; (2) radon 
seeds; (3) radium needle implantation; (4) surgical 
extirpation; and (5) a combination of these methods. 
A partial glossectomy is the treatment of choice in mar- 
ginal lesions of the tongue. Better results are obtained 
with radon seeds than with external radiation therapy 
alone. A combination of peroral roentgen irradiation 
supplemented by radon seeds is considered the best 
method of treating these lesions in locations inaccessible 
to surgery. 

2. Treatment of the primary lesions and cervical 
metastasis: In this type of case, it is their opinion* that 
radical surgery is the best method of treatment. This 
consists of a resection of the part of the tongue in- 
volved, the floor of the mouth, and the contiguous 
pharyngeal structures, combined with a hemimandiblec- 
tomy and radical neck dissection. This is a resection 
en bloc of the primary tumor and lymph node area. 

3. Treatment of cervical metastasis: In patients 
who present cervical metastases after the treatment of 
the primary lesion either by irradiation or by surgery, 
it is believed that a radical neck dissection is the treat- 
ment of choice. However, if the patient is considered 
a poor surgical risk, external roentgen therapy may be 
given and interstitial radon or radium needles utilized 
as a means to control metastatic spread. 

In the treatment of small lesions measuring 2 cm. 
or less in diameter I have used peroral roentgen ther- 
apy. The therapy cone is directed to the lesion by 
means of indirect visualization through the cone lo- 
calizer which is used in place of the conventional roent- 
gen therapy cone. 

The patient is instructed upon how to maintain 
the position as placed so that the treatment will be cen- 
tered to the area of involvement. It has been my policy 
to allow 0.5 cm. to 1.0 cm. of normal tissue around the 
malignant lesion. This is included in the treatment port 
(5,000 to 8,000 roentgens in air). 

The physical factors utilized are 350 to 500 r in 
air per day utilizing 220 kv., 20 ma., with a half-value 
layer of 2 to 3 mm. of copper. The distance from the 
center of the x-ray tube to the surface of the tumor is 
35 cm. It is also customary to direct treatment to the 
floor of the mouth or the tongue by means of external 
radiation therapy. 

External irradiation may be given through one or 
more ports. The factors utilized are 220 kv., 20 ma., 
and a half-value layer of from 1.0 mm. to 1.65 mm. of 
copper. The distance from the lesion is 50 to 60 cm. 
The port size may vary from 100 sq. cm. to 300 sq. cm. 
in size. The amount of treatment given in any single 
day is 400 r in air. The external high voltage x-ray 
ro is approximately 2,000 to 2,400 r in air (total 

ose). 

In lesions of the floor of the mouth and undersur- 
face of the tongue, treatment is supplemented by use of 
a submental port which is localized so that the central 
ray passes through the site of the lesion. 

It has been my custom to outline the treatment as 
follows: 

On the first day the peroral or intracavitary treat- 
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ment is given to the lesion as noted above with the 
daily fraction approximating 500 r in air. 

The following day treatment is given from the 
submental or lateral mandibular ports, in fractions of 
200 r if two ports are used in a single day. If a single 
port is used, the dose for that day would be approxi- 
mately 350 r in air. 

Treatment is alternated in this fashion for 5 or 6 
days every week until the dose delivered to the lesion 
by means of the intraoral or intracavitary cone will be 
in the neighborhood of 7,000 r in air and the external 
ports will have delivered 2,000 to 2,400 r in air as 
noted above. Treatment is usually completed in ap- 
proximately 1 month. 

If there are metastases to cervical nodes, the intra- 
oral treatment is supplemented by external roentgen 
therapy. Roentgen rays would be crossfired through the 
neck utilizing oblique lateral ports (protecting the 
larynx if possible) and a posterior cervical port. Each 
port would deliver approximately 2,000 r in air. If a 
complete block dissection of the metastatic cervical 
glands is to be done, the use of radon or of low in- 
tensity radium needles in addition to the intraoral treat- 
ment would be given so that the dose delivered by the 
radon or the radium needles would be approximately 
3,000 to 4,000 r in tissue. 

The treatment of the biologic radiation reactions 
should be mentioned. This treatment consists of good 
oral hygiene at the time of reaction. Saline mouth wash 
or the use of peroxide and saline solution diluted with 
water is also desirable. For the skin reaction castor oil 
application or lead water and laudanum compresses are 
recommended. Zinc oxide ointment mixed with castor 
oil is also desirable for relief of the skin reaction. 
Mouth dryness and soreness may be relieved by use of 
lozenges such as Sucrets or Cepacol lozenges. 


Summary 


Cancer of the tongue and floor of the mouth is re- 
sponsible for more deaths than any other cancer of the 
head and neck. 

Syphilis and leukoplakia are commonly associated 
with cancer of the tongue. F 

Since the highest rate of cure may be obtained 
when the cancer of the tongue or floor of the mouth is 
a small painless lesion, it is the responsibility of the 
physician or dentist to adequately examine the patient’s 
mouth, including biopsy of any suspicious lesion, for 
an accurate diagnosis. Treatment may then be institut- 
ed in this early stage when the cure rate is high. 

Treatment for cancer of the tongue and floor of 
the mouth may be surgical, radiologic, or a combination 
of both, depending upon the stage of the disease, the 
location of the lesion, and the presence or absence of 


metastases to cervical glands. 
17710 W. McNichols Road 
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PRIMARY 
VARICELLA 
PNEUMONIA 


With a report of two cases* 


JANE V. HAMILTON, =“. 
an 
CORA I. CLOOS, D.O. 


Los Angeles, California 


= IS AN ACUTE, highly communica- 
ble disease caused by a filterable virus’ related to or 
identical with that which causes herpes zoster.?"* Dis- 
semination of the lesions with widespread visceral in- 
volvement may occur, as has been established by post- 
mortem examinations.° Hence, varicella may be a 
severe disease, especially in adults, and may be compli- 
cated by such visceral manifestations as pneumonia, 
nephritis, encephalitis, hepatitis, pericarditis, orchitis, 
and laryngitis. A review of the recent literature reveals 
that primary varicella pneumonia, although considered 
to be a rare complication, occurs much more frequently 
than heretofore suspected. 

In a series of 2,534 cases of varicella reported by 
Bullowa and Wishik’ in 1935, only 21 cases of compli- 
cating pneumonitis were reported, all of which were 
attributed to secondary bacterial invasion. Complica- 
tions which were chiefly pyogenic conditions such as 
otitis media, erysipelas, abscess, and suppurative lymph- 
adenitis and cellulitis occurred in 5.4 per cent of all 
cases in this series. It was not until 1942 that pneu- 
monia complicating varicella was ascribed to a specific 
viral etiology by Waring and his associates,* who re- 
ported two cases. Only 17 cases, including the initial 
two, were reported in the literature prior to January 
1956.°-*!. Four of these patients died, a mortality of 
23.5 per cent. Since that time, a total of 53 additional 
cases have been reported.??-*? Of these, six were fatali- 
ties, a mortality of 11 per cent. With the exception of 
one case, a child, all cases of varicella pneumonia re- 
ported in the literature have been adults, mainly young 
adults.*1 In 3 of the 53 patients, varicella pneumonia 
developed during pregnancy; one patient died after a 


*From the Los Angeles County Osteopathic Hospital. Dr. Hamilton 


is Attending Physician, Department of Pediatrics and Contagious Dis- 
eases, and Dr. Cloos is Chief Physician, Department of Radiology. 
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fulminating course ; pregnancy was terminated near the 
end of the first trimester in another.***° 


Clinical features 


The clinical features and roentgenographic find- 
ings are strikingly similar in these cases. The typical 
clinical picture is that of varicella in a young adult, 
frequently a parent who contracted the disease from 
one of his children. The eruption is severe, often con- 
fluent, with vesicles present on the mucous membranes 
of the mouth and pharynx. Signs of pneumonic in- 
volvement appear within 2 to 6 days after the rash. 
The temperature is high, accompanied by the sudden 
onset of marked dyspnea, varying degrees of cyanosis, 
and a cough, which may be productive of blood-tinged 
sputum. Pain in the chest is a common complaint. The 
physical findings on auscultation and percussion of the 
chest vary, but in many instances examination reveals 
few abnormal findings, which is in striking contrast to 
the extensive pathologic changes demonstrated roent- 
genographically. Marked improvement in the pulmonic 
symptoms is usually apparent within 2 to 7 days, coin- 
cident with the disappearance of the eruption ; however, 
in other cases the visceral involvement may be so wide- 
spread and acute that the course may rapidly progress 
to a fatal outcome. 

Treatment of varicella pneumonia has been mainly 
supportive. In most cases antibiotics have been admin- 
istered to preclude secondary bacterial invasion. More 
recently, both cortisone and gamma globulin have been 
used ; however, conclusive evidence as to the value of 
such treatment has not yet been demonstrated. 

Roentgenographic examination of the chest reveals 
consistently characteristic findings: a diffuse, finely 
nodular infiltration involving all the lobes, without evi- 
dence of cavitation or calcification; a tendency toward 
confluence of the lesions, especially in the lower lung 
fields in acutely ill patients; and an increase in the 
bronchovascular markings. The lung infiltrates, which 
vary in size, are produced by small foci of necrosis 
caused by the virus. A definite parallelism is apparent: 
The more severe the rash, the more marked the roent- 

genographic changes. Initial partial clearing is the rule. 
Complete regression is slow, however, requiring from a 
few weeks to months. 

Of the 73 patients hospitalized for varicella at the 
Los Angeles County Osteopathic Hospital from 1951 to 
1958, 41 (56 per cent) suffered from one or more com- 
plications. Only 2 cases were complicated’ by primary 
varicella pneumonia. The other complications in order 
of frequency were bronchopneumonia, otitis media, 
cellulitis, impetigo, acute appendicitis, lymphadenitis, 
abscess, parotitis, meningitis, diarrhea, stomatitis, en- 
cephalitis, balanitis, tonsillitis, herpes zoster ophthalmi- 
cus, and acute pulmonary edema. Seven other cases 
were associated with another communicable disease. 
The high incidence of complications in this series of 73 
patients is explained by the fact that only critical cases 

of varicella are admitted routinely to this Hospital. 
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Case reports 


Case 1.—A 23-year-old white married woman, who 
was in the eighth month of pregnancy, was admitted to 
the Contagious Disease Ward of the Los Angeles Coun- 
ty Osteopathic Hospital on June 6, 1956, at which time 
she complained of a severe cough and difficulty in 
breathing. She gave no history of varicella but had 
been vaccinated for smallpox when a child. She had 
developed the typical rash of varicella about 14 days 
after the onset of varicella in her child. The day fol- 
lowing the appearance of the eruption the patient de- 
veloped a severe cough and shortness of breath, which 
became increasingly severe. 

The patient was admitted to the Hospital on the 
fourth day of illness, at which time she complained of 
severe pain in the chest. Physical examination on ad- 
mission revealed fever, cough, marked respiratory dis- 
tress, and cyanosis; her temperature was 102 F., pulse 
rate 158, and respirations 32 per minute and shallow. 
Blood pressure was 110 systolic and 70 diastolic. 
Roughened breath sounds were noted on auscultation of 
the lung fields, but no rales were heard. A generalized 
vesicular and papulopustular eruption with marked in- 
volvement of the mucosa of the oropharynx was pres- 
ent. The results of the remainder of the general 
physical examination were not remarkable. 

The leukocyte count was 8,900 per cu. mm. of 
blood, of which 80 per cent were polymorphonuclear 
neutrophils. The sedimentation rate of the erythrocytes 
was 15 mm. per hour, the hematocrit reading, 29 mm., 
the circulation time was 8 seconds, and the serologic 
tests were negative. Urinalysis showed a trace of albu- 
min but was otherwise normal. A roentgenogram of 
the chest (exposed at the bedside on the day of admis- 
sion) revealed a soft, nodular confluent infiltration in- 
volving the greater portion of both lungs although less 
marked in the upper lung fields ; there was no evidence 
of pleural fluid (Fig. 1). 

With the administration of oxygen, Chloromycetin, 
and penicillin, the patient improved rapidly. She was 
free of cyanosis in 12 hours and the temperature re- 
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Fig. 2 


turned to normal in 24 hours. Because dyspnea persist- 
ed, oxygen therapy was continued for some time. On 
the third day, labor started and a viable premature male 
infant weighing 4 pounds, 8 ounces was delivered. 
Subsequent recovery of the patient was uneventful and 
she was discharged on the seventh day after admission. 
A posteroanterior roentgenogram of the chest taken on 
June 26, 1956, showed marked clearing. A few small 
residual nodules remained in the lung fields, and the 
linear peribronchial markings were increased (Fig. 2). 

Although the infant’s condition appeared satisfac- 
tory immediately following birth, respiratory distress 
developed within several hours. Progressive cyanosis 
and dyspnea appeared, associated with marked sternal, 
intercostal, and diaphragmatic retractton. Despite sup- 
portive therapy, the infant died 18 hours following the 
onset of respiratory distress. Permission for a post- 
mortem examination was not granted. The clinical diag- 
nosis was pulmonary hyaline membrane, with prema- 
turity resulting from maternal varicella. 

Case 2.—A 33-year-old white man was admitted to 
the Contagious Disease Ward of the Los Angeles Coun- 
ty Osteopathic Hospital on February 3, 1958. He stated 
that 2 weeks prior to the onset of illness, which began 
on January 30, 1958, with malaise, headache, backache, 
and a varicelliform eruption on the trunk, his 2-year- 
old child had had varicella. On February 1, the patient 
developed fever, and dyspnea became progressively 
acute. A private physician was called, and the patient 
was sent to the hospital. 

Physical examination at the time of admission re- 
vealed a well-nourished adult male in acute respiratory 
distress. His temperature was 101 F., pulse rate 108, 
and respirations 28 per minute and labored. Erythema- 
tous, hemorrhagic, papular lesions were disseminated 
over the body, including the palms of the hands and the 
soles of the feet. The lesions, which were discrete, in- 
cluded macules, papules, vesicles, pustules, and crusted 
lesions. The vesicles were umbilicated and unilocular, 
with a thin covering which broke readily with moderate 
pressure. There were fine, crepitant, inspiratory rales 
in both lung fields, especially marked in the bases. The 
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Fig. 3 


remainder of the physical examination was not re- 
markable. 

The leukocyte count was 10,500 per cu. mm. of 
blood, of which 84 per cent were polymorphonuclear 
neutrophils, 10 per cent lymphocytes, and 6 per cent 
monocytes. The hematocrit reading was 66 mm, and 
the hemoglobin 18.2 grams per 100 cc. The carbon 
dioxide combining power was 21 mEq. per liter. Uri- 
nalysis showed a trace of sugar and acetone, but was 
otherwise within normal limits. A roentgenogram of 
the chest (by portable unit) on the day of admission 
revealed an extensive nodular, confluent infiltration 
throughout both lung fields. The over-all haziness, 
which was especially marked in the right upper lung 
field, was suggestive of pulmonary edema. There was 
hilar and perihilar congestion. The cardiomediastinal 
silhouette was not unusual. Pleural effusion was not 
evident (Fig. 3). 

The patient was placed immediately in an iced 
oxygen tent, and the administration of penicillin intra- 
muscularly and Chloromycetin orally was begun. He 
was also given 5 per cent dextrose in an 0.45 per cent 
salt solution intravenously at a slow rate, and sedation 
as needed. Twenty cc. of gamma globulin were given 
intramuscularly. In spite of therapy, his progress was 
rapidly downhill and he died 34 hours after admission, 
5 days from the onset of illness. 

Following are the results of the postmortem ex- 
amination.| Gross examination revealed generalized 
exanthema of the body, characterized by macules, 
papules, vesicles, and pustules with focal areas of hem- 
orrhage. The macular erythematous rash was more 
apparent on the extremities than on the face, and the 
palms of the hands and the soles of the feet were ex- 
tensively involved with a similar hemorrhagic rash. An 
old smallpox vaccination scar was barely perceptible on 
the left upper arm. The conjunctivae were injected, 
and two erythematous papules were identified in the 


tPerformed by Dr. Gerritt d’Ablaing ITT. 
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lower conjunctiva of the left eye. Scattered hemor- 
rhagic papules were present on the mucous membranes 
of the lips and gingivae. 

The pleural spaces contained approximately 100 ce, 
of clear amber fluid. The parietal pleurae were smooth 
and glistening. Scattered hemorrhagic, papular lesions 
were identified focally. In contrast, the visceral pleurae 
and the superficial areas of the lungs exhibited a diffuse 
mottling with hemorrhagic vesicles. Both lungs were 
firm to rubbery in consistency and a dull bluish gray to 
red in color. The apices exhibited old scarring and de- 
pression, and there were scattered emphysematous blebs 
in the right upper lobe. Dissection of the tracheo- 
bronchial tree revealed the mucosa to be markedly hy- 
peremic, but focal ulcerations were not identified. The 
larger bronchioles were completely filled with a frothy 
white fluid ; however, purulent exudate was not present. 
Serial sections of the parenchyma of the lungs showed 
a reddish blue color, subcrepitation, and a meaty con- 
sistency. Blood oozed slightly from the cut surfaces 
and frothy fluid was readily expressed on compression. 
The lungs were exceedingly heavy, the right weighing 
1,220 grams and the left, 1,140 grams. 


The pericardial sac contained approximately 50 
ce. of clear fluid. With the exception of moderate dila- 
tation of the right auricle, no cardiac abnormalities 
were noted. 


The liver was a dark reddish brown, firm but fri- 
able, and weighed 1,920 grams. Scattered over the an- 
terior surface of the right lobe were numerous hemor- 
thagic papules, which extended into the parenchymal 
substance for approximately 2 mm. The spleen was 
covered by a bluish gray capsule manifesting minimal 
hyaline deposition. The pulp was slightly mushy, and 
lymphoid follicles were prominent. The adrenal glands, 
which weighed 24 grams in the aggregate, were of usual 
configuration, of golden yellow hue, and friable. Sec- 
tioning revealed no evidence of hemorrhage. The right 
kidney weighed 180 grams, and the left, 160 grams. 
They were moderately firm and were readily stripped 
of their capsules. Both kidneys were dark reddish pink 
and exhibited moderate congestion of the medullary 
areas. 


Microscopic examination revealed the following: 
Sections removed from the lungs showed extensive 
areas with almost complete filling of many alveoli by 
recently extravasated erythrocytes and partially laked 
blood ; other alveoli were distended with homogenous 
eosinophilic fluid admixed with varying numbers of 
histiocytes exhibiting intracytoplasmic hemosiderin pig- 
mentation and necrotic cellular debris. A fibrinous 
membrane partially lined many alveolar walls, which 
were thickened as a result of capillary engorgement, 
interstitial edema, and large round cell infiltrate. A 
similar pattern was observed in the peribronchiolar 
areas, where focal areas of parenchymal necrosis were 
present. Some of the small arteries were partially oc- 
cluded with fibrin. Rare bilobate and trilobate macro- 
phages were identified. Within the cytoplasm of many 
epithelial cells of the alveolar walls and ‘epithelium of 
the small bronchioles were small faintly staining 
spheres, which were interpreted as intracytoplasmic 
inclusion bodies of viral origin. A rare epithelial cell 
showed an intranuclear minute mass with a surround- 
ing halo characteristic of intranuclear inclusion bodies. 
Sections of the liver showed patchy nonzonal areas of 
necrosis, varying degrees of passive congestion, and 
cloudy swelling. Sections from the kidneys showed 
cloudy swelling and passive congestion. The immediate 
cause of death was stated as massive pulmonary inter- 
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stitial edema and hemorrhage resulting from primary 
varicella pneumonia. 


Discussion 


Two cases of primary varicella pneumonia, one of 
which was confirmed by autopsy, have been described. 
The clinical picture of sudden onset of severe respira- 
tory distress several days after the appearance of a 
varicelliform eruption, the severity of the skin mani- 
festations, and the roentgenographic and autopsy find- 
ings closely resemble those of other cases reported in 
the literature. 

The marked increase in the incidence of acute 
cases of varicella pneumonia which have been reported 
since 1955 indicates that this complication of varicella 
should no longer be considered rare and that varicella 
in the adult is not a benign disease. The occurrence of 
varicella during pregnancy should be cause for particu- 
lar concern, not only because of the possibility of fatality 
but also because of the possibility of termination of 
pregnancy if the mother survives. 

It is the responsibility of every physician to be cog- 
nizant of the possible grave consequences of varicella 
in an adult and to educate his patients who have not had 
the disease to seek immediate medical attention if they 
are exposed to or develop it. Supportive therapy, such 
as oxygen, antibiotics to prevent secondary bacterial 
invasion, the administration of fluids and electrolytes, 
and the use of gamma globulin and possibly cortisone 
should be instituted promptly at the first sign of pul- 
monic involvement. It is the opinion of one authority** 
that until an effective vaccine is developed, the use of 
gamma globulin for the possible attenuation or preven- 
tion of varicella in an adult should receive serious con- 
sideration. 


Summary 


The typical clinical features and roentgenographic 
findings of primary varicella pneumonia have been de- 
scribed. 

The complications which occurred in patients with 
varicella hospitalized at the Los Angeles County Osteo- 
pathic Hospital from 1951 to 1958 have been reviewed. 

Two cases of primary varicella pneumonia have 
been presented. 

The serious complications of varicella in an adult 
have been stressed, with particular emphasis on the im- 
portance of prompt recognition and treatment. 
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Some epidemiological 
aspects of cervical cancer 


> Epidemiological methods of measuring risk to cancer, 
and other presumably noninfectious processes, have for 
the most part been borrowed directly from techniques of 
proved usefulness in communicable disease study. To a 
large extent these techniques have been dependent upon 
the stage of development of other disciplines of medical 
science. For example, it required relatively simple obser- 
vations in human experience prior to the birth of the 
science of bacteriology to demonstrate beyond reasonable 
doubt that diphtheria was communicable. An understand- 
ing of important aspects of its natural history, however, 
had to await the development of simple and inexpensive 
laboratory tests which would detect those persons infected 
but not sick and would evaluate the relative immunity 
status of the population. 

In cancer, observations in human experience were 
directly responsible for the beginning of what has de- 
veloped into an enormous amount and variety of experi- 
mental research.—Raymond F. Kaiser, M.D., and Alex- 
ander G. Gilliam, M.D., Public Health Reports, April 1958. 
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Diagnostic 


CULDOSCOPY 
as an OF FICE 


procedure* 


ARTHUR P. SHNEIDMAN, A.B., D.O. 


Assistant Clinical Professor of Surgery 
College of Osteopathic Physicians and Surgeons 
Los Angeles, California 


ci MAY BE DEFINED as the direct 
visualization of the pelvic viscera by the insertion of a 
telescopic instrument through the posterior vaginal 
fornix into the cul-de-sac of Douglas. The procedure 
has been variously termed laparoscopy, celioscopy, peri- 
toneoscopy, pelvic endoscopy, and transvaginal pel- 
vioscopy.2 For the most part, however, the term cul- 
doscopy,” coined by Decker,’ is still the most universally 
accepted and the least confusing. 

Since 1942, when Decker first devised and per- 
fected the culdoscope, the use of this instrument has 
become more extensive in this and other countries. 
There are no doubts as to the merits of culdoscopic 
examination, but there still exists a reluctance on the 
part of many physicians to avail themselves of the nu- 
merous advantages afforded by this procedure. 

The purpose of this paper is threefold: (1) To 
re-emphasize the importance of this diagnostic proce- 
dure and perhaps to bring it to the attention of some 
who may not be entirely familiar with it; (2) to de- 
scribe a simplified technic that makes it a safe and 
easily accomplished office procedure; and (3) to con- 
sider the following questions which have arisen from 
time to time: 

Does culdoscopy improve clinical diagnosis in 
a sufficient number of cases to justify its use? 

Are there instances in which culdoscopy will 
eliminate the need for exploratory laparotomy ? 

Does culdoscopy offer more information than 
the simple needling of the cul-de-sac (colpotomy) ? 

What are the technical difficulties encoun- 
tered, and what potential complications may follow 
culdoscopy ? 


Indications 


A great variety of obvious indications for culdos- 
copy may be enumerated. There are also as many less 
obvious situations in gynecology which lend themselves 
well to this procedure, especially when one is cognizant 
of its wide range of usefulness. It is in obscure and 
difficult diagnostic problems that culdoscopy returns its 
greatest rewards. Confidence in the method and a little 
imagination in its application will more than repay the 
time spent in acquiring the technic. Following are the 
principal indications : 


*Presented at the annual meeting of the American College of Osteo- 
pathic Obstetricians and Anesthesiologists, Denver, Colorado, February 
12, 1958. 
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Investigation of sterility problems——In many in- 
fertile couples extensive work-up and exhaustive studies 
are all negative, and the clinician is at a loss to explain 
the underlying causes preventing conception. Culdos- 
copy in such cases may uncover unsuspected and non- 
palpable disease of the adnexa. Peritubal, parovarian, 
and pelvic adhesions secondary to previous pelvic in- 
flammatory disease or endometriosis may completely 
interfere with transport of the ovum or occlude the 
tubal fimbria. Absence of ovulation as determined by 
basal temperature graphs and cervical mucus tests may 
be corroborated by finding small atrophic ovaries with- 
out evidence of a corpus luteum or corpus hemor- 
rhagicum. 

If sterility patients are eventually operated upon 
for correction of existing lesions such as endometriosis, 
it is possible to plan the exact nature of the operation 
beforehand and discuss the possibilities of ensuing 
pregnancy realistically with the patient. 

Suspected endometriosis.—The end results of per- 
sistent endometriosis can be so destructive to pelvic 
architecture that it is important to establish an early 
diagnosis, especially in young women. Gross physical 
findings are frequently absent for many years while 
valuable time for treatment is lost. In many cases the 
patient may be completely asymptomatic. It is in such 
cases of subclinical endometriosis that culdoscopy is so 
rewarding, since these lesions would otherwise be en- 
tirely overlooked. Identification of endometrial im- 
plants through the culdoscope is readily accomplished, 
and proper hormonal therapy or conservative surgical 
treatment may be instituted in time to avoid serious 
complications. 


Suspected ectopic pregnancy.—No examination can 
be more gratifying than culdoscopy in a suspected case 
of tubal pregnancy in which the diagnosis is confirmed 
and the tube is found unruptured. 

A comparison of the relative value of culdoscopy 
with simple needle puncture of the cul-de-sac in at- 
tempting to establish a differential diagnosis of ectopic 
pregnancy leads to interesting conclusions. Obviously, 
needling the cul-de-sac is a much simpler procedure, 
requiring very little experience and no special equip- 
ment. Its only usefulness is to establish whether there 
is any blood (or pus) in the cul-de-sac. However, 
either the presence or absence of blood may suggest 
erroneous conclusions, Blood may be recovered in many 
cases from a hemorrhagic cystic ovary or a bleeding 
simple corpus hemorrhagicum. On the other hand, an 
ectopic pregnancy may be present with no evidence of 
hemorrhage as found in 6 cases in this series. 


The increased possibility of diagnosing unruptured 
tubal pregnancy is of definite value aside from the fact 
that usually-inevitable hemorrhage can thus be fore- 
stalled. In such cases, immediate laparotomy may en- 
able the surgeon to shell out the product of conception 
and reconstruct the tube, leaving it otherwise intact. 


There are those who insist that all patients in 
whom ectopic pregnancy is strongly suspected should be 
subjected to exploratory laparotomy. However, Te 
Linde and Rutledge® point out that ectopic pregnancy 
is more often misdiagnosed preoperatively than any 
other pelvic condition and that as a consequence many 
needless laparotomies are performed. The history and 
pelvic findings in a series of 96 cases reported by 
Teton* were so suggestive of ectopic pregnancy that it 
was felt mandatory to establish a definitive diagnosis. 
Culdoscopy was performed, and the presence of ectopic 
pregnancy was proved in only 10 patients. Following 
the rule of exploratory laparotomy would have resulted 
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in unnecessary operation for most of these patients. 
This was avoided by endoscopic visualization. 

Indefinite adnexal masses.—Asymptomatic or pain- 
ful pelvic tumefactions often present a difficult diag- 
nostic problem. Not infrequently one has a case in 
which it is impossible to state with certainty whether 
the pelvic mass in question represents a hydrosalpinx 
or pyosalpinx, an enlarged cystic ovary, a tubo-ovarian 
abscess, a laterally projecting subserous fibroid, or an 
ovarian tumor. The chief value of culdoscopy here will 
be as an aid in differential diagnosis to permit early 
definitive treatment. Small lateral uterine fibroids, be- 
nign inflammatory masses with adhesions, and follicular 
retention cysts of the ovary may not require surgical 
intervention once they are identified. Conversely, true 
ovarian tumors, although seldom encountered, necessi- 
tate immediate exploration. Since it is impossible with 
culdoscopy to make an accurate distinction between a 
benign and malignant tumor, it is not suggested that 
this procedure be substituted for exploratory laparoto- 
my in the presence of a suspicious ovarian tumor. 

Unexplained acute and chronic pelvic pain —Thir- 
teen patients in this series were subjected to culdoscopic 
examination when the usual pelvic examination was in- 
adequate to uncover the source of their pain. 

In a majority of these patients, parovarian, peri- 
tubal, and pelvic adhesions were considered responsible. 
Many of these were adhesions following inflammatory 
pelvic disease. In 4 cases (30 per cent), no pathologic 
condition could be found. This brings up an interesting 
point: All too often there exists a tendency to cate- 
gorize as neurotic those chronically complaining patients 
in whom we can find no organic disease. Many a patient 
has thus been doomed to unnecessary suffering and long 
delays in treatment. One must, therefore, reserve such 
diagnosis until an adequate and complete study justifies 
the assumption that no organic lesions exist. Culdoscopy 
can be of great aid in establishing an intelligent convic- 
tion of the existence or absence of pelvic disease. The 
symptoms, if of psychogenic origin, can be more effec- 
tively treated. Unnecessary exploratory laparotomies 
may thus be avoided. 

Endocrinopathies and menstrual irregularities.— 
Menstrual irregularities and abnormal uterine bleeding 
in many instances are direct results of some endocrine 
imbalance. Almost all endocrine disorders eventually 
cause abnormalities of the menstrual cycle as a result 
of disturbed ovarian function. The question confront- 
ing the clinician is whether the primary disturbance is 
in the ovary or whether impaired ovarian function is 
secondary to changes in the thyroid, pituitary, or 
adrenal glands. 

Culdoscopy will frequently enable one to settle this 
question quickly. If the ovaries appear normal, adrenal 
hyperplasia or pituitary dysfunction may be present. 
Clinical hypothyroidism must be considered. Culdoscopy 
is particularly helpful in cases of primary and second- 
ary amenorrhea. Finding an enlarged ovary in a woman 
between 20 and 30 years of age, who more or less sud- 
denly develops secondary amenorrhea, whose breasts 
have become smaller, who develops masculinizing symp- 
toms such as facial hirsutism, husky voice, and hy- 
pertrophy of the clitoris should make one extremely 
suspicious of the existence of arrhenoblastoma of the 
ovary. 


Obesity associated with amenorrhea or oligomenor- 
rhea, sterility, and hirsutism is sometimes found in 
conjunction with the large, pale, polycystic ovaries of 
the Stein-Leventhal syndrome. Since the results ob- 
tained from surgical wedge resection of these ovaries 
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have been gratifying, it would seem desirable to estab- 
lish an early diagnosis with culdoscopy, if possible. 
Stout, Moore, and Fitzgerald® state that cancer of 
the ovary ranks third among the malignant tumors in- 
volving the female genitalia, being exceeded only by 
cancer of the cervix and endometrium. Because of long 
delays in diagnosis, prognosis has remained poor. This 
is true because of the insidious onset of these tumors 
with unimpressive early symptoms. The importance of 
early diagnosis of ovarian malignancy cannot be too 
strongly emphasized. Frequent and thorough pelvic 
examinations including culdoscopic surveys will most 
certainly aid in discovering malignant ovarian growth 
in its initial stages. Definitive treatment instituted in 
time will improve the present prognosis. 
Miscellaneous clinical problems.—In this category, 
one finds patients suffering from unexplained, so-called 
“essential dysmenorrhea.” Chronic, intractable dys- 
menorrhea may become a crippling condition, physically 
and emotionally, and careful search for the underlying 
cause is essential. Dyspareunia, in the absence of posi- 
tive pelvic findings, may offer a diagnostic problem. 
The clinician stands on firmer ground if a psychogenic 
diagnosis is based upon negative culdoscopic findings. 
In patients suspected of pelvic tuberculosis, the di- 
agnosis might readily be established by pelvic endoscopy. 
Irregular uterine bleeding in which diagnostic 
curettage has failed to elucidate the cause would also 
be an indication for culdoscopic examination for a non- 
palpable ovarian or tubal tumor. 


Contraindications 


The contraindications are actually few and infre- 
quently encountered. First, it should be remembered 
that this procedure is reserved for cases that present 
diagnostic difficulties. One should not subject to culdos- 
copy a patient who has unquestionable pelvic disease 
such as a large uterine fibroid or tubo-ovarian mass. 
Surgical intervention is obviously indicated in these 
cases. 

A fixed mass in the cul-de-sac, a markedly adher- 
ent retrodisplaced uterus, a posterior: pedunculated fi- 
broid tumor will prevent the safe introduction of the 
instrument. An abscess localized and walled off in the 
cul-de-sac is a definite contraindication. 

Previous operation, such as total hysterectomy or 
plication of the uterosacral ligaments for retroverted 
uterus, would prohibit safe peritoneal puncture. 

Acute vulvitis or vaginitis should be cleared as 
much as possible prior to examination to avoid potential 
contamination of the peritoneal cavity. 

A moderately contracted introitus might offer a 
mechanical obstacle, but this is seldom found. 

Elderly cardiac patients who might not safely tol- 
erate knee-chest position for any length of time should 
not be subjected to culdoscopy. 

In this study, culdoscopy was performed on five 
occasions in the presence of early intrauterine preg- 
nancy. No complications ensued in any of these pa- 
tients and all delivered normal infants at term. This 
has been the experience of others in this field. No ad- 
verse effects were noted on the clinical course of acute 
pelvic inflammatory disease as a result of culdoscopic 
examinations performed in these cases. 


Technic 


Preparation of the patient—Proper conditioning 
of the patient prior to examination is most important in 
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making her cooperative and free from nervousness and 
anxiety. The nature of the examination, the reason for 
the knee-chest position, and a simplified explanation of 
what to expect are given to the patient beforehand. 
Questions concerning degree of discomfort are dis- 
cussed, and the patient is assured that she will expe- 
rience no acute pain during culdoscopy. Since the ma- 
jority of these examinations are made under local 
anesthesia, the time taken to allay the patient’s appre- 
hension and promote her sense of confidence is well 
rewarded by her relaxation and cooperation during the 
examination. The knowledge that operation may be 
avoided or a puzzling problem solved, as a result of the 
information obtained, is readily appreciated by all pa- 
tients. 

When the examination is made in the hospital, the 
perineum and vulva are shaved and an enema is admin- 
istered. If the bladder cannot be emptied spontaneously, 
it is catheterized. When the examination is performed 
in the office, the patient is permitted only juice and 
coffee for breakfast. She is requested to take an enema 
before leaving home that morning, and the vulva and 
perineum are not shaved. It is suggested that she be 
accompanied to the office by someone and that she be 
driven home afterward. 

Premedication is usually omitted, but when used it 
consists of Nembutal, 1% grains, administered about 2 
hours prior to the examination. 

Demerol, 100 mg., plus Dramamine, 50 mg., is 
given intramuscularly 45 minutes beforehand. The ef- 
fect of this combination seems to be synergistic and 
minimizes any transient nausea that may otherwise oc- 
casionally occur. Should the patient still appear appre- 
hensive and fearful of the examination after being 
positioned, or at any time during the course of the 
proceedings, another 50 mg. of Demerol are injected 
intravenously at this time. There are very few patients 
who will not respond completely to this routine, when it 
is supplemented by local anesthesia and a quiet, under- 
standing, soothing tone of the doctor’s voice as he 
works. 


Abarbanel! states that he has discontinued the use 
of Demerol in favor of trichlorethylene inhalations. 
Demerol has, in my experience, proved entirely satis- 
factory; while Trilene may be an excellent adjunct, by 
creating a degree of amnesia, it is inferior to Demerol 
as an analgesic agent. 

Positioning the patient—As conceived by Decker? 
in 1942 and repeatedly emphasized, the knee-chest posi- 
tion is indispensable for safe, unrestricted visualization. 
Green® has reported his limited experience with a 
combination of steep Trendelenburg and lithotomy posi- 
tions. This allows culdoscopic examination to be per- 
formed on a patient who has been anesthetized before 
the desirability of this procedure becomes apparent. 
Examples cited of this concern 8 patients undergoing 
diagnostic dilatation and curettage under Pentothal so- 
dium anesthesia. Because of failure to obtain evidence to 
support a preoperative diagnosis of incomplete abortion, 
culdoscopy was performed. Findings on culdoscopic 
examination included polycystic ovaries of the Stein- 
Leventhal syndrome, pedunculated fibroid, and unsus- 
pected pelvic inflammatory disease. 

It is possible to carry out this examination with 
the patient in a steep Trendelenburg-lithotomy position 
as was first advocated by Von Ott of Petrograd in 
1903.2. To accomplish visualization Von Ott devised a 
special table, retractors, specula, and forceps. With the 
patient in a 45-degree Trendelenburg position, a large 
incision was made in the posterior vaginal vault. To 
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improve the visual field the anterior abdominal wall was 
grasped with a forceps in the region of the umbilicus 
and lifted outward. This method is, of course, not used 
today. 

In 1948, Te Linde and Rutledge* published their 
experience with 56 cases in which culdoscopy had been 
performed. Employing the knee-chest position, they 
achieved successful visualization in all but 2 patients. 

Earlier, Te Linde had reported unsuccessful at- 
tempts to visualize the pelvic viscera in patients placed 
in lithotomy position.* Failure was attributed to loops 
of intestine interfering with the field of vision. 

Thus it was Decker who converted the procedure 
of culdoscopy into a practical and feasible maneuver 
by perceiving the merits of the knee-chest position and 
advocating its use. In this position, advantage is taken 
of the fact that when the intestines fall forward the 
diaphragm and the anterior abdominal wall sags down- 
ward, an intra-abdominal negative pressure of 30 to 55 
cm. of water is created. This vacuum results in a spon- 
taneous pneumoperitoneum when the cul-de-sac is 
punctured and draws in about 600 to 1200 cc. of air. 
In practice, carbon dioxide is used to produce the pneu- 
moperitoneum instead of air. 

Greatly facilitating the maintenance of knee-chest 
position is the special device (Figs. 1 and 2) designed by 
the author.” This converts an ordinary office examining 
table into a very satisfactory and sturdy support for the 
patient, eliminates the necessity of a surgical table, and 
requires minimum assistance. This support has ad- 
vantages over, and is preferred to, a hospital surgical 
table, although the latter is satisfactory. 

Anesthesia.—In this series of cases 88 per cent of 
examinations were performed under local anesthesia 
which is the anesthesia of choice. In the remaining 12 
per cent of cases, intravenous Pentothal sodium was 
used in a few, conduction anesthesia using saddle block 
or low spinal technic was used in most. 

Pentothal sodium is used extensively by some au- 
thorities in this field’’* who consider its use safe. It has 
been my experience that anesthetists are usually re- 
luctant to administer Pentothal to a patient in knee- 
chest position, because of difficulty in maintaining an 
adequate airway, tendency toward laryngospasm, and 
decreased respiratory depth due to increased intra- 
abdominal pressure on the diaphragm. These patients 
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should be intubated routinely and the anesthetic supple- 
mented with nitrous oxide and oxygen.® 

Low spinal or saddle block anesthesia are both 
satisfactory agents and free from the contraindications 
attending the use of Pentothal. Nevertheless, the em- 
ployment of a spinal or general anesthetic introduces all 
of the potential hazards inherent in any general anes- 
thesia. It must be administered in a hospital, which 
removes the entire procedure from the realm of office 
practice. 

There are, however, certain instances in which 
culdoscopy is best accomplished in the hospital, using a 
low spinal anesthetic. These include cases of extreme- 
ly nervous and highly sensitive individuals with low 
sensory thresholds. Patients who are in intense pain as 
a result of peritoneal irritation from any source are 
grateful for the increased freedom from discomfort 
that spinal or general anesthesia confers. 

In the event that culdoscopy is performed for sus- 
pected tubal pregnancy and the presumptive diagnosis 
is confirmed, one can then proceed immediately with 
the necessary operation which is greatly facilitated if 
the examination has been made under spinal anesthesia. 

Local infiltration anesthesia permits transvaginal 
pelvioscopy to be properly and safely performed in the 
office with no additional hazard to the patient and 
therefore is most highly recommended. The two agents 
most commonly used are 2 per cent procaine or 2 per 
cent Xylocaine in the amounts of 3 to 6 cc. Larger 
amounts need not be used and are indeed disadvantage- 
ous, since there is a tendency to infiltrate the areolar 
tissues between the vaginal mucosa and peritoneum 
when more than 5 cc. are injected. Care must be exer- 
cised to avoid this submucosal infiltration, as the peri- 
toneum will be elevated and pushed away. This greatly 
increases the difficulty of successful penetration by the 
trocar and contributes to failure of entry. 

Instruments.—A large amount of expensive equip- 
ment is not required for culdoscopy. In addition to the 
Decker culdoscope, the following items are essential: 

1. A standard low voltage battery box 

2. Two Sims specula (medium and large) 

3. One Bozeman uterine dressing forceps 

4. One 5 cc. control (Luer-Lok) syringe 

5. One Frankfeldt hemorrhoidal needle, 7 inch, 
20 gauge, with a short bevel (or a 20 or 21 gauge, long 
spinal needle) 
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6. A tank of carbon dioxide gas and rubber tubing 

7. A measuring device such as the author’s car- 
bon dioxide gauge which insures a regulated and meas- 
ured delivery of gas 

8. One double-tooth angled cervical tenaculum 

9. One single-tooth angled cervical tenaculum 

10. Aqueous Zephiran, 1:1000 solution 

11. Sterile 2 inch by 2 inch gauze squares. 

Included with the culdoscope is an obturator or 
trocar and a sheath. The trocar locks into the sheath, 
and both are inserted into the peritoneal cavity as a 
unit. The obturator is then withdrawn and the tele- 
scope inserted. A valve with a stopcock is incorporated 
into the sheath which permits carbon dioxide to be 
insufflated into the peritoneum with the telescope in 
place. Included also is a set of graduated cervical tips 
and a flexible cannula to permit instillation of methylene 
blue or indigo carmine dye into the uterus when testing 
for tubal patency under direct visualization. 

These instruments are all sterilized by soaking for 
at least 30 minutes in the Zephiran solution, using the 
same technic as employed in preparing instruments for 
cystoscopy. 

Following immersion the instruments are placed 
on a sterile Mayo stand and are dried before use. 

Puncture of the posterior vaginal fornix (cul-de- 
sac ).—With the patient in knee-chest position, the but- 
tocks, lower abdomen, thighs, perineum, vulva, and 
vagina are prepared with aqueous solution of Zephiran. 
A sterile laparotomy drape sheet is placed over the legs 
and around the thighs, and a sterile towel over the but- 
tocks. This leaves the lower abdomen available for 
palpation during examination. 

A Sims speculum of proper size is introduced into 
the outer three fourths of the vagina, and the vaginal 
vault is thoroughly swabbed out with Zephiran solution. 
The posterior lip of the cervix is then grasped with a 
tenaculum and drawn slightly forward and sharply 
downward toward the symphysis. If the cervix is 
pulled outward too strongly there is a tendency to in- 
crease the subperitoneal areolar space by separating the 
peritoneum from the vaginal mucosa. This makes peri- 
toneal puncture much more difficult and at time impos- 
sible. This is an important technical point. Upward 
traction on the Sims speculum by the assistant produces 
elevation of the posterior vaginal wall. Simultaneous 
traction on the posterior cervical lip exposes the entire 
vaginal vault, and the folds overlying the uterosacral 
ligaments are usually plainly visible. It is important to 
select the actual apex of the concave, taut vaginal 
fornix. Three or four superficial Novocain wheals are 
now made in the vaginal mucosa in the midline between 
the uterosacral ligaments and about 3 cm. from their 
insertion on the uterus. Two common errors may be 
made at this point, and care should be taken to avoid 
them. As already mentioned, the anesthetic infiltration 
must be confined to the vaginal mucosa. Injection into 
the subperitoneal areolar tissue will push the peri- 
toneum off the vaginal mucosa and prevent an easy and 
successful puncture. Another frequent error is to at- 
tempt puncture in close proximity to the cervix or off 
to one side of the midline with the result that the instru- 
ment enters the retrocervical areolar tissue or may im- 
pinge upon a uterosacral ligament. 


The patient is told that she may experience a mo- 
mentary pressure sensation or dull ache. With the 
vaginal membrane stretched tautly, the trocar locked in 
its sheath is pressed into the center of the infiltrated 
area and with a gentle but firm rotating motion thrust 
through the vaginal mucosa, areolar tissue, and peri- 
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toneum. The direction of thrust is along the axis of the 
uterus (downward). The obturator is loosened and 
gently withdrawn. If the puncture is successful, a hiss- 
ing sound characteristic of inrushing air will usually 
be heard. This sound is not invariably present, how- 
ever, and successful punctures are often made in its 
absence. Normally, the intra-abdominal negative pres- 
sure will result in a pneumoperitoneum of from 600 to 
1,200 ce. of air. 

Postculdoscopy pneumoperitoneum can be the 
most distressing and is the most frequent complication. 
Air, containing nitrogen, is absorbed slowly and results 
in severe shoulder and neck pain. Furthermore, there 
is the potential, though rare, danger of air embolism. 
As a consequence, great pains are taken to allow as 
little air as possible to be sucked into the peritoneal 
cavity. Intraperitoneal negative pressure is replaced by 
carbon dioxide. This is accomplished with the author’s 
carbon dioxide flow gauge. Any commercial tubal in- 
sufflation apparatus that controls volume and pressure 
of flow may be used satisfactorily. 

Having removed the trocar, leaving the cannula in 
place, the telescope is instantly inserted into the cannula. 
The culdoscope is now connected to the low volt battery 
box and the rheostat is regulated for proper vision. 
Carbon dioxide is then insufflated. Introduction of this 
gas has the additional benefit of pushing loops of in- 
testine away from the lens and helps clear the lens of 
fogging. (Previous to commencement of the entire 
procedure it is always good practice to test the lighting 
system of the telescope to insure normal function. ) 

Occasionally, in very obese patients with increased 
amounts of retroperitoneal fat, or in the event that 
some breach of technic has resulted in failure to pene- 
trate the peritoneum, it will be discovered that the 
culdoscope travels in this thin areolar tissue for con- 
siderable distances. This is immediately recognized by 
the maze of yellow and red, fatty, web-like tissue which 
is visualized. Should failure of entry occur and repeat- 
ed puncture at a slightly higher level remain fruitless, 
this may at times be corrected by grasping the deep- 
lying peritoneum through the vaginal perforation with 
long Allis forceps, pulling it down and out of the per- 
foration and incising it with a scalpel. The culdoscope 
may now be gently reinserted through the colpotomy 
wound into the peritoneal cavity. 

One should guard against multiple punctures and 
abandon the procedure if three attempts are unsuccess- 
ful, realizing that some undiagnosed pathologic condi- 
tion or anatomic deviation is probably responsible. Per- 
sistence may lead to undesirable and serious conse- 
quences. 

Pelvic visualization.—The excellent and complete 
view of the pelvic viscera obtained through the culdo- 
scope has been most gratifying to workers in this field. 
The pelvis is visualized systematically. Through the 
culdoscope the tubes, ovaries, and surface of the uterus 
actually may be seen in greater detail than at laparoto- 
my. First the corpus, then the adnexa bilaterally, and 
finally adjacent viscera, rectum, sigmoid, loops of 
ileum, the appendix, occasionally the uterosacral and 
round ligaments, iliac vessels, and cul-de-sac floor, are 
easily studied. By means of gentle pressure on the 
anterior abdominal wall plus traction or lateral move- 
ment of the tenaculum on the cervix, visualization is 
usually completely satisfactory. In sterility problems, 
tubal insufflation with carbon dioxide gas or with indigo 
carmine dye may be performed following the routine 
examination. A great deal of information can be ob- 
tained by such tubal patency tests under direct visuali- 
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zation that cannot be supplied by conventional Rubin 
tests or hysterosalpingography. If the tubes are patent, 
dye can be seen to drip from the fimbriated end of each, 
creating a rapidly spreading pool of dark blue on the 
peritoneal surface. If the tubes are obstructed or the 
fimbria clubbed, the dye may be followed as it courses 
through the lumen of the tube to the point of obstruc- 
tion. Further injection may produce a bulge at this 
point. The pathologic anatomy of tubal stenosis, whether 
intrinsic or extrinsic as a result of adhesions, will often 
be clarified. Other pathologic lesions will be discussed 
in detail. 

Postexamination care.—At the conclusion of the 
procedure, the telescope is removed. The physician’s 
finger is held over the end of the cannula, which re- 
mains in place, and the patient is asked to rise to a 
kneeling position. With the physician’s other hand 
pressing firmly on the patient’s abdomen, the finger is 
removed from the cannula opening. Immediately there 
is an outrush of carbon dioxide from the abdomen. The 
supporting stand is removed by an assistant, and the 
patient is placed prone upon the table. When further 
attempts at expressing the gas prove that pneumoperi- 
toneum has been eliminated, the cannula is removed 
from the vagina. A small gauze square is placed in the 
vagina for a few hours. There is no bleeding to contend 
with. The culdotomy puncture wound need not be su- 
tured if only one puncture has been made. When the 
vaginal perforations require suture, one or two 00 
chromic stitches may be inserted. 

Postoperative care consists of one or two prophy- 
lactic injections of a combination of penicillin and 
streptomycin. The patient is instructed to abstain from 
douching and sexual intercourse for 2 weeks. After 
resting for a brief period, which may be as little as 20 
minutes, the patient is allowed to go home. At the end 
of a week she returns to the office and the vaginal punc- 
ture is inspected. This is usually sealed off in a day or 
two and completely healed in a week. 

If shoulder-tip pain is present as an indication of a 
degree of residual pneumoperitoneum, the patient is 
given a mild analgesic and instructed to lie down and 
apply heat to the abdomen. This usually combats any 
distress that may eventuate from this minor but annoy- 
ing complication. 


Results 


One hundred twenty-six cases of various gyne- 
cologic problems in which culdoscopy was attempted 
have been analyzed. There were 10 failures to per- 
forate the peritoneum. 


TABLE I—INDICATIONS FOR CULDOSCOPY 


Number of cases 


Sterility and infertility problems 41 
Suspected endometriosis 15 
Suspected ectopic pregnancy 18 
Undiagnosed adnexal masses 13 
Acute or chronic pelvic pain 13 


Menstrual irregularities and endocrinopathies 11 
Miscellaneous clinical problems (chronic 


essential dysmenorrhea ) 3 
Suspected Stein-Leventhal syndrome 2 
116 


Table I records the number of successfully vis- 
ualized cases under each of the various indications in 
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this series. In some patients several indications existed 
concomitantly ; these cases were classified under the in- 
dications considered most important. There were mul- 
tiple pathologic findings in many patients, and these 
were listed in their frequency of occurrence. The great- 
est number of culdoscopic examinations made (41) 
were made primarily as a part of a sterility analysis as 
shown in Table IT. 


TABLE II—CULDOSCOPIC FINDINGS IN 41 PATIENTS 
STUDIED FOR STERILITY PROBLEMS 


Incidence of occurrence 


Parovarian adhesions 17 

Peritubal adhesions 12 

Unsuspected (subclinical) endometriosis 

Chronic pelvic inflammatory disease 

Cul-de-sac adhesions 

Unilateral tubal occlusion 

Bilateral tubal occlusion 

Ovarian follicular cysts 

Stein-Leventhal syndrome (bilateral 
polycystic ovaries) 

Absence of ovulation 

Hydrosalpinx 

Ovarian agenesis 

Subserous fibroids 

No pathologic condition found 
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In contrast to other reported culdoscopic series,’ 
the bilaterally enlarged polycystic ovaries of the Stein- 
Leventhal syndrome were seen only once in this series. 
Subclinical endometriosis (asymptomatic) was found 
in 8 cases (20 per cent). In the majority of infertile 
patients, parovarian and peritubal adhesions which in- 
terfered with the mechanism of ovum transport ap- 
peared to be the chief offenders. No pathologic pote 
tions could be discovered in 11 instances (27 per cent), 
which compares favorably with the statistics of others. 

Kelly and Rock® reported similar results in their 
analysis of 417 infertile patients over a period of 10 
years. They concluded that only one out of every four 
infertility patients had a completely “normal” pelvis at 
culdoscopy. 


TABLE III—CULDOSCOPIC FINDINGS IN 15 CASES OF 
SUSPECTED ENDOMETRIOSIS 


Incidence of occurrence 


Ovarian endometriosis 

Uterine endometriosis 

Adenomyosis 

Endometriosis of vaginal vault 

Cystic ovaries 

Subserous fibroids 

Peritubal adhesions with tubal occlusion 
Parovarian adhesions 

Normal pelvic findings 
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In 15 patients suspected of having endometriosis, 
culdoscopy established the diagnosis as correct in 11 
cases (73.3 per cent). Subsequent operation confirmed 
the culdoscopic findings. Because of the insidious na- 
ture and potential destruction of this disease, early 
detection and conservative surgery offer obvious ad- 
vantages in the management of these patients. Endo- 
metrial implants have a characteristic gross appearance 
and are easily detected. 

Based on symptoms and physical findings, pre- 
sumptive diagnosis of ectopic pregnancy was made in 
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TABLE IV—CULDOSCOPIC FINDINGS IN 18 CASES OF 
SUSPECTED ECTOPIC PREGNANCY 


Incidence of occurrence 


Unruptured tubal pregnancy 6 
Ruptured tubal pregnancy with hemorrhage 2 
Ruptured hemorrhagic cystic ovary 5 
Enlarged cystic ovary 1 
Intrauterine pregnancy with acute salpingitis 1 


Normal pregnancy with enlarged corpus 
luteum cyst and vaginal spotting 2 
Normal pelvic findings 1 


18 patients, as shown in Table I. Usually all of these 
would have been candidates for exploratory laparotomy. 
Culdoscopic examination substantiated this diagnosis in 
only 9 cases and all of these patients were operated on. 
One error in culdoscopic diagnosis was made in this 
group. On laparotomy, one of the cases proved to be 
an intrauterine pregnancy with acute salpingitis. Neith- 
er this, nor the other two normal pregnancies in this 
series subsequently aborted ; all three patients delivered 
normal babies at term. In spite of this diagnostic error 
unnecessary surgical intervention was avoided in 9 pa- 
tients (50 per cent). 


TABLE V—CULDOSCOPIC FINDINGS IN 13 PATIENTS 
WITH UNDIAGNOSED ADNEXAL MASSES 


Incidence of occurrence 


Uterine fibroids 5 
Enlarged cystic ovaries (unilateral) 5 
Enlarged cystic ovaries (bilateral) 2 
Hydrosalpinx 1 
Large parovarian cyst 1 
Broad ligament varicosities 1 
Acute salpingitis 1 
Early uterine pregnancy with large 

corpus luteum cyst 2 
Peritubal and parovarian and uterine 

adhesions 7 


Table V records the various findings in patients 
with undiagnosed adnexal masses. Some of these were 
discovered on routine pelvic examination and were 
asymptomatic. As a rule it is easily possible to differen- 
tiate uterine fibroids from adnexal masses; but differ- 
entiation of adnexal masses may be difficult. 


TABLE VI—CULDOSCOPIC FINDINGS IN 13 CASES 
WITH ACUTE OR CHRONIC PELVIC PAIN 


Incidence of occurrence 


Cystic ovaries 

Chronic salpingitis 

Morgagnian cysts 

Tubo-ovarian abscess with adhesions 

Hydrosalpinx 

Peritubal, parovarian, and general pelvic 
adhesions 

Uterine fibroids 

Chronic pelvic inflammatory disease 
with adhesions 

Normal pelvic findings 


In Tables VI and VII are-tabulated the findings 
in patients in whom indications for culdoscopy were 
obscure pelvic pain, menstrual irregularities, or endo- 
crine disorders. Of a total of 24 patients examined for 
these indications, 6 (25 per cent) had no pelvic lesions 
demonstrable on culdoscopy. 
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TABLE VII—CULDOSCOPIC FINDINGS IN 11 PATIENTS 
WITH ENDOCRINOPATHIES OR MENSTRUAL 
IRREGULARITIES 


Incidence of occurrence 


Enlarged cystic ovaries 
Subserous uterine fibroids 
Ovarian agenesis 

Absence of evidence of ovulation 
Parovarian adhesions 

Normal pelvic findings 


TABLE VIII—CULDOSCOPIES PERFORMED IN 
THIS SERIES 


Number of cases Per cent 
Successful 116 92 
Unsuccessful (failure of perforation) 10 8 


Of the total of 126 cases reported, 116 (92 per 
cent) were successful, and 10 (8 per cent) were con- 
sidered failures. Table IX lists the causes of these 
unsuccessful attempts, all of which were the result of 
failure to penetrate the peritoneum of the cul-de-sac. 


TABLE IX—CAUSES OF FAILURE OF PERITONEAL 
PERFORATION 


Number of cases 


Previous operation with plication of 

uterosacral ligaments 1 
Separation of peritoneum from vaginal mucosa 

due to faulty Novocain infiltration, improper 

traction on speculum, or other technical errors 5 
Extensive endometriosis of cul-de-sac with 

dense adhesions prohibiting entry 2 
Extraperitoneal perforation of rectum (con- 

dition recognized, rectal wound sutured, 

heavy dosage of antibiotics given, complete 

recovery with no complications 


No failures were the result of technical difficulties 
with the instrument or failure of visualization, once the 
peritoneum had been penetrated. Occasional failure is 
inevitable regardless of one’s skill or the number of 
culdoscopic examinations one has performed. Examples 
of this may be seen in the literature. Green® reported 5 
per cent failure; Noyes,’® 16 per cent failure; and 
Abarbanel,' 4.5 per cent, in 400 cases. 


Complications 


Actual complications are relatively rare. Potential 
complications such as vaginal bleeding, peritonitis, and 
trauma to pelvic viscera are seldom seen. Not one in- 
stance of immediate or delayed vaginal bleeding follow- 
ing culdoscopy was seen in this entire series, although 
this occurrence has been reported in the literature. As 
previously mentioned, in the event that multiple punc- 
tures are required, they are customarily closed by suture 
at the completion of the examination. 

A prophylactic injection of penicillin and strepto- 
mycin is administered routinely before the patient 
leaves the office. If the examination is especially pro- 
longed and more than one attempt at entry is made, 
three or four daily injections of antibiotic are adminis- 
tered. There were no cases of actual peritonitis or sepsis 
in this series. Mild, local peritoneal trauma was ob- 
served in a few patients, as indicated by a low-grade 
fever for 2 or 3 days after culdoscopy. 
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It is not unusual to find a small amount of sero- 
sanguineous peritoneal fluid in the pelvic cavity of pa- 
tients on whom laparotomy is performed within a week 
following culdoscopy. This is often found, however, in 
patients not subjected to culdoscopy. The intraperi- 
toneal appearance of the puncture wound is never one 
of inflammation or infection and the wound is hardly 
visible at operation if it is performed 2 or 3 weeks later. 

Theoretically, trauma to pelvic viscera should never 
occur if the physician is thoroughly familiar with the 
anatomic relationships of the pelvic organs when the 
patient is in knee-chest position, follows a_ technic 
similar to the one described, and does not attempt to 
perform culdoscopic procedures in the presence of 
known contraindications. If the patient is properly 
positioned, the rectum is actually the only vulnerable 
viscus, and entry of the rectum has been mentioned as 
a complication in most series of cases reported. This is 
not, however, as serious as it may at first appear. Al- 
though thousands of culdoscopic examinations have 
been made throughout the world, relatively few rectal 
perforations have been reported. In each case the in- 
strument was simply withdrawn, the rectal defect was 
sutured, or in some patients left unsutured,'* and no 
complications ensued. In the two instances of rectal 
perforation that occurred in this series, the patients 
were placed on parenteral antibiotic therapy and given 
Cremomycin for several days. There was complete and 
uneventful recovery in both cases. 

Rectal perforation is usually unattended by serious 
consequences presumably because it is the extraperi- 
toneal portion of the rectum that is entered. 

Postculdoscopy emphysema, as reported by For- 
tier,"! was encountered in only one case in this series. 
This patient recovered without complications. 

By far the most frequent but innocuous reaction 
that occurs is the shoulder-tip, neck, or upper abdominal 
pain resulting from persistent pneumoperitoneum. This 
may be quite distressing to some patients and may per- 
sist for several days. Mild sedatives and heat applied 
to the abdomen afford relief of this minor complication. 


Summary and conclusions 


An analysis of 126 consecutive cases in which 
culdoscopy was undertaken for a number of indications 
is presented. The indications, contraindications, and 
complications are discussed in detail. 

A simplified technic which has been safely and suc- 
cessfully employed is completely described. 

The wide variety of pathologic conditions diag- 
nosed by culdoscopy are tabulated according to the 
indications for the examination. 

There were 10 unsuccessful attempts at culdoscopy 
in this series, and all resulted from inability to pene- 
trate the peritoneum of the cul-de-sac. A small per- 
centage of failure is inevitable in any hands, regardless 
of experience, and must be expected as a result of 
anatomic and pathologic variants. 

From many aspects, the value of pelvic endoscopy 
as a diagnostic tool is clearly evident. Culdoscopy not 
only helps to pinpoint diagnosis, but also provides a clue 
as to the proper medical or surgical treatment. Adapta- 
tion of culdoscopy as an office procedure is of definite 
economic importance, since the patient is spared the ex- 
pense and inconvenience of hospitalization, 

Use of this modality in establishing preoperative 
diagnoses provides the physician with specific knowl- 
edge pertinent to the timing of surgical intervention 
and, even more important, makes it possible to avoid 
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many otherwise necessary exploratory laparotomies for 


suspected gynecologic lesions. 
Whiter Blvd. 
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ALCOHOL vapor in the emergency 
treatment of acute pulmonary EDEM A 


DONALD BOXMAN, B.S., D.O. 


Farmington, Michigan 


A EDEMA is a sign of grave dan- 
ger’ in any patient, creating an emergency, regardless 
of the underlying pathologic condition. Acute pulmo- 
nary edema has many different causes,’ and appropriate 
treatment depends upon the individual cause.* For this 
reason there may be a problem in correct treatment 
during the period when the physician first sees the pa- 
tient. Since some drugs are useful in one form of edema 
and contraindicated in another,* an agent which could be 
used in any case of pulmonary edema regardless of the 
etiology would be a valuable adjunct. 

Pulmonary edema results from transudation of 
fluid from the pulmonary capillaries into the alveolar 
spaces in quantities beyond the ability of the pulmonary 
lymphatics to resorb.5 Elevation of the pulmonary 
capillary hydrostatic pressure and increased capillary 
permeability are the more important causes of this 
transudation.®*? Reduction in plasma protein or eleva- 
tion of pressure in the lymphatics are lesser factors.® 
A vicious circle is Started by aeration of the fluid ac- 
cumulation in the alveoli as the patient breathes and 
because of the high surface tension of the fluid.* This 
aeration causes the formation of large quantities of 
foam, which not only act as a mechanical barrier to 
oxygenation, but also cause local anoxia of the alveolar 
membranes. Impairment of the membranes increases 
the capillary permeability which leads to more transu- 
dation. More transudation increases foam formation, 
causing more local anoxia; this further perpetuates the 
attack.® 
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The causes of pulmonary edema should be divided 
into two groups because of the different effects that 
the treatment has on their clinical picture and final 
course.*?° Cases in the first group are the most nu- 
merous: these patients give evidence of increased 
blood pressure, rapid circulation, increased cardiac out- 
put, and extreme rise in pulmonary arterial pressure. 
Included in ‘this group are patients with hypertensive 
heart disease and syphilitic or rheumatic heart disease 
with isolated aortic insufficiency; some of those with 
cerebral vascular accidents, mitral insufficiency, or mi- 
nor coronary episodes; and those who have had too 
many venous infusions or transfusions. Any method of 
treatment which would decrease venous return to the 
right heart would probably be effective in this type of 
edema. 

The second group, still smaller but increasing in 
size, consists of patients who give evidence either of no 
change or of a drop in blood pressure, and have de- 
creased cardiac output and a moderate rise in pulmo- 
nary arterial pressure. (In many instances there is even 
normal pulmonary arterial pressure.) Included in this 
group are patients with massive myocardial infarction ; 
some with severe mitral or aortic block, toxic rheumatic 
or bacterial myocarditis; some who have had cerebral 
vascular accidents; and some who have inhaled toxic 
gases. Treatment consisting of reduction in venous re- 
turn may be useful in these cases, but there is a danger 
of precipitating shock.*:?° 

Because of the difficulty in determining the exact 
cause of the pulmonary edema, there may be a question 
as to the correct treatment.’? Luisada and Cardi* state: 


The multiple etiologies and various mechanisms, which may 
be involved in pulmonary edema, have led to the employment of 
a multiplicity of drugs and physical measures. Unfortunately, 
tradition on the one hand and erroneous concepts on the other 
have prevented, so far, a rational approach. Although little 
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Fig. | 
Fig. b Large amount of foam resulting from forcing air through normal 
plasma. Fig. 2. Disappearance of foam after a few squirts of alcohol vapor. 


agreement exists between different groups of physicians, each 
group treats all cases of pulmonary edema in a similar manner. 

As suggested previously, any procedure which tends 
to lower the pulmonary pressure is probably effective in 
patients of the first group, but these procedures are not 
always effective or may be dangerous to patients in the 
second group. However, the cycle may be broken by 
stopping the foaming process itself. Luisada, Goldmann, 
and Weyl’? showed that fluid may be present in air 
passages in large amounts with little danger to life, but 
a critical point is reached in the surface tension of the 
alveolar fluid which causes the formation of foam. Be- 
cause of its volume, the foam also acts as a mechanical 
barrier. This continues the cycle which may lead to 
death or at least prolong the attack. If a reduction in 
surface tension could be obtained, the bubbles would 
burst, the volume would decrease, and oxygenation 
could continue.*** 

Many agents have effectively reduced surface ten- 
sion, but most have been discarded because of the side 
effects.?%1*1516 Ethyl alcohol has the advantage of few 
side effects, ease of administration, and of being readily 
available (even a good whiskey may be used). 

To demonstrate this process experimentally, one 
can bubble air through normal plasma and see it form 
a large amount of foam (Fig. 1). This foam is easily 
dissolved by a few squirts of alcohol through an 
atomizer (Fig. 2). 

The technic of clinical administration is very sim- 
ple. Alcohol instead of water is placed in the humidifier 
bottle of the usual oxygen system. Ninety-five per cent 
alcohol is used if administration is by nasal catheter; 
40 per cent if a mask is used; and 15 to 20 per cent in 
aerosol administration. The aerosol method may be 
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used in the office (Table I). Administration is started 
slowly because a local anesthetic effect develops in a 
few minutes.'** When the patient’s mucosa has become 
adapted, the flow rate is increased. The patient is given 
30 minutes of vapor followed by 15 minutes of pure 
oxygen to prevent intoxication. By this method, pa- 
tients have been given alcohol therapy for as long as 70 
hours.** 


TABLE I 
Method of administration Per cent ethyl alcohol 
Nasal catheter 95 
Mask 40 


Aerosol 15 to 20 


Alcohol vapor therapy is compatible with any drug 
or physical treatment. I believe that it should be used 
immediately in all cases of pulmonary edema, as an 
emergency measure. While the patient is receiving this 
therapy, a thorough examination should be made to 
determine the causes of the attack. This may take 20 
to 30 minutes. If the attack has not subsided by then, 
other therapy may be started. 

Case 1—A 34-year-old male patient entered the 
hospital with a diagnosis of acute posterior myocardial 
infarction. The pulse was 120; blood pressure was 
maintained at 90/60 by administration of 15 mg. of 
Wyamine sulfate every 30 minutes. Morphine sulfate, 
\ grain, was given on admission to relieve pain. Oxy- 
gen was administered by nasal catheter. 

Forty-five minutes after admission the patient be- 
gan to wheeze. Moist rales were heard throughout the 
chest. The patient began to froth at the mouth and 
became cyanotic. Ethyl alcohol, 95 per cent, was sub- 
stituted for water in the humidifier bottle; the vapor 
was administered for 2 minutes at the rate of 2 liters 
per minute, and then increased to 5 liters per minute. 
Within 5 minutes the froth had disappeared and the 
patient no longer felt dyspneic. Twice in 4 hours the 
patient developed edema and was relieved by alcohol 
vapor. No other therapy was used to treat the pulmo- 
nary edema. The patient was discharged 10 days after 
admission in an improved condition, after an unevent- 
ful recovery. 


Summary 


The appearance of pulmonary edema in any patient 
is a sign of impending disaster. Because of the multi- 
tude of causes of pulmonary edema, there is no satis- 
factory treatment for all types. By acting on the foam- 
ing process with ethyl alcohol vapor inhalations, it may 
be possible to interrupt the vicious circle. 

The causes of pulmonary edema have been de- 
scribed. The methods of using ethyl alcohol vapor have 


been discussed, with an illustrative case. 
31500 W. Ten Mile Road 
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CASE REPORTS 


Comminuted fracture of 
femur in 11-year-old girl 
with multiple injuries 


DONALD SIEHL, D.O. 
Dayton, Ohio 


A, 11-YEAR-OLD GIRL was admitted to the 
hospital approximately 1 week following an automobile 
accident which had occurred on January 24, 1954. She 
had previously been hospitalized elsewhere for her in- 
juries. At the time of admission on January 30, the 
right femur was partially immobilized by a Thomas 
splint and was under skeletal traction obtained by Stein- 
mann pin through the upper tibia (Figs. 1 and 2). 
Roentgenograms revealed that the comminuted fracture 
of the lower right femur was not adequately reduced 
by traction. There was also a splint on the right forearm 
for a Colles’ fracture which had not been reduced. As- 


? sociated injuries included a laceration of the lip and 


chin, a contusion of the left foot with fracture of the 
left navicular bone, a laceration of the left lower leg, 
a contusion of the right shoulder, and a concussion of 
the brain. 

Two days following admission, the patient’s gen- 
eral status seemed somewhat stabilized. She was taken 
to surgery, where an open reduction was carried out on 
the right femur, while she was under skeletal traction 
on the fracture table. It was necessary to insert three 
Parham bands for adequate immobilization of the com- 
minuted fragments in a reasonable position. This was 
done with the anticipation that these bands would later 
be removed through a window in the hip spica cast. 
Following operation the cast was applied (Figs. 3 and 
4). The Colles’ fracture was reduced and the arm 
placed in a cast at the same time. The patient was given 
transfusions of whole blood. 

Approximately 1 week ‘later the patient was dis- 
charged from the hospital with instructions regarding 


Vor. 57, JuNE 1958 


9. Gould, D. M., and Torrance, D. J.: Pulmonary edema. Am. J. 
Roentgenol. 73:366-374, March™1955. 

10. Reich, N. E., Rosenberg, B. A., and Metz, M.: Use of 2-ethyl- 
hexanol in acute pulmonary edema. Dis. Chest 23:43-49, Jan. 1953. 

11. Weyl, R.: Alcohol inhalation in treatment of acute pulmonary 
edema in immediate postoperative period. Illinois M. J. 108:265-269, Nov. 
1955. 

12. Luisada, A. A., Goldmann, M. A., and Weyl, R.: Alcohol vapor 
by inhalation in treatment of acute pulmonary edema. Circulation 5:363- 
369, March 1952. 

13. Luisada, A. A.: Mechanism and treatment of pulmonary edema. 
Illinois M. J. 100:254-257, Oct. 1951. 

14. Waters, H. R., and Smith, J. R.: Mechanism of pulmonary 
edema from cardiac failure. J. Missouri M. A. 48:377-382, May 1951. 

15. Danzig, L. E., and Gomez, A. C.: Long-term intravenous use of 
arfonad in treatment of pulmonary edema. Am. J. M. Sc. 228:626-629, 
Dec. 1954. 

16. Balagot, R. C., Reyes, R. M., and Sadove, M. S.: Antifoam 
agents in pulmonary edema. J. Am. M. A. 163:630-633, Feb. 23, 1957. 

17. Goldmann, M. A., and Luisada, A. A.: Alcohol-oxygen vapor 
therapy of pulmonary edema. Ann. Int. Med. 37:1221-1231, Dec. 1952. 


home management. She progressed satisfactorily at 
home, and 8 weeks later she was again admitted to the 
hospital. Roentgenograms showed a fair amount of 
callus at the fracture site of the lower femur. A win- 
dow was cut in the hip spica cast at the site of the frac- 
ture. Under sterile technic, the three Parham bands and 
the Steinmann pins used for skeletal traction were re- 
moved. The cast had been removed from the right arm 
2 weeks earlier and the patient was using the arm 
rather well. Her other injuries were all healing satis- 
factorily. 

One month later the hip spica cast was removed. 
Roentgenograms showed that healing had progressed 
well (Fig. 5). The child was permitted to begin am- 
bulation on crutches. By August 1954 she was walking 
without crutches although it was felt that healing was 
not yet complete (Figs. 6 and 7). She was kept under 
observation since it was anticipated that she might have 
some retardation of growth because of the involvement 
of the lower femoral epiphysis. In November 1954 a 
standing weight-bearing examination of the pelvis was 
carried out, which showed a discrepancy of 1% inches 
between the right and left legs. The right was short 
with the lumbar curve to the same side. A lift was 
placed under the right foot to balance the pelvis. 


kt 
on Pp ad- 


Figs. | and 2. Two views of fracture of femur as 
mission, with leg in traction and in a Thomas splint. 
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Fig. 3 Fig. 


Figs. 3 and 4. Immediate postoperative roentgenograms, with hip in spica 
cast, and Parham bands in place. Fig. 5. Roentgenogram 10 weeks after 


In March 1955 x-rays of the leg (Figs. 8 and 9) 
and a recheck standing x-ray (Fig. 10) were made 
which showed 1-7/16 inch shortness on the right as 
compared with the previous 1% inch. Roentgenographic 
examination in another 6 months was recommended, 
since it was anticipated that the epiphyses might be 
closed at this time because the child was maturing rather 
fast. Consideration had been given to epiphysial arrest 
on the left leg, but this idea was discarded since there 
appeared to be relatively little epiphysial growth re- 
maining. A recheck examination in September 1955 
showed that neither femur had grown to any extent in 
the previous 6 months. It was recommended that the 
child be kept under observation for several more 
months. A 5-inch lift under the right foot was con- 
tinued. 

Recheck examination in March 1956 showed sub- 
stantially the same picture. The patient was developing 
considerable pronation of the left foot and pain in the 
left knee. The lumbar curve was possibly increasing. 


4 Fig. 5 


injury, after removal of hip spica cast, showing beginning healing of frac- 
ure. 


It was noted that epiphysial growth in both legs was 
complete. At this time a total lift of 114 inches was 
recommended for the right foot. It was felt that the 
lift was necessary in order to prevent further curvature 
of the lumbar spine, but psychologically the child did 
not tolerate it well and became morose and self-con- 
scious about it. We proposed a leg-shortening operation 
on the good leg, and this suggestion was readily accept- 
ed by the patient and her parents. 

In June 1956 a step osteotomy was performed for 
shortening of the left femur; immobilization was by an 
intramedullary nail. Prior to the operation, exact meas- 
urements of the lower extremities had been made roent- 
genographically according to the Bell-Thompson meth- 
od. There was a total difference between the two legs 
of 4.5 cm., or approximately 134 inches. The left leg 
was shortened accordingly at surgery. The patient pro- 
gressed very well following this operation, and was 
ambulatory on crutches within 2 weeks. By September 


Figs. 6 and 7. Roentgenograms 8 months following injury, when ambulation was begun. Figs. 8 and 9. Roentqenograms 14 months after injury. 


Fig. 6 Fig. 7 
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Fig. 9 


Fig. 8 
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Fig. 10 


Fig 10. Suetes x-ray taken in March 1955 (14 months after injury). Right 
leg is | 7/16 inches shorter than the left. Figs. I! and 12. Three months after 


1956 the girl was walking without crutches and had 
practically no limp. Roentgenograms (Figs. 11 and 12) 
showed healing and the intramedullary nail in place. 
Re-evaluation of leg lengths was carried out at that 
time, and they were found to be relatively equal. 


Figs. 13 and 14. Left femur 6 months following osteotomy, showing healing, 
shortly prior to r | of int dullary nail. Fig. 15. Final standing 


Fig. 13 Fig. 14 
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Fig. Il i Fig. 12 
osteotomy, showing healing and the intramedullary nail in place. 


In December 1956 the patient was again admitted 
to the hospital for removal of the intramedullary nail 
from the left femur. The osteotomy site had completely 
healed (Figs. 13 and 14), and she was now walking 
without a limp. Standing x-rays showed a 3/16-inch de- 


pen taken in July 1957, showing equal leq lengths and level sacral 
ase. 


Fig. 15 
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ficiency in the left lower extremity, it having been pur- 
posely shortened slightly more than the actual difference 
in leg length, so that there was some allowance for 
possible epiphysial growth. 

The girl was again seen in July 1957. At this time 
a standing x-ray showed that leg lengths were equal and 


Kaposi’s sarcoma 


A. P. ULBRICH, B.S., D.O. 
and 


DANIEL KOPRINCE, B.S., D.O. 
Detroit, Michigan 


a RECENT PUBLICATION OF a book’ on 
Kaposi’s sarcoma, the first book in the English language 
on the subject, has called our attention to a case in our 
own practice. This case, which is being presented here, 
is as near a textbook picture of the disease as it is pos- 
sible to find. Our purpose in reporting this case is not 
because of the relative rarity of the disease, but as an 
educational stimulant. 

While Kaposi’s sarcoma may be present without 
skin manifestations, it is most commonly found as a 
cutaneous disease. The diagnosis depends on clinical 
judgment, a high degree of suspicion, and persistence 
in diagnostic effort. 

We first saw this 74-year-old white man on April 
25, 1957. Although of Eastern Mediterranean origin, he 
had come to Detroit in early manhood and remained 
until he retired and moved to Florida 5 years before 
being seen by us. He had returned to Detroit to visit 
his children and ‘“‘to have something done with his hand 
and leg.” 

The history of onset was indefinite, but the symp- 
toms had become apparent less than 5 years earlier. He 
was of the opinion that the disorder was brought on by 
the veins in his leg, and he did indeed have evidence of 
old ulceration and hemosiderin deposits. His chief com- 
plaint was of “swelling of the left leg and right hand.” 


Fig. |. Kaposi's sarcoma, showing the palmar surface of the hand and 


wrist with solid vesicle-like tumors of several months' duration. The purpuric 
areas do not show inflammatory changes. 


the sacral base was level (Fig. 15). There was no lat- 
eral lumbar curve. The pronation of the left foot was 
corrected adequately with a wedge in the shoe. The girl 
was discharged from care since growth was complete 


in both legs and they were of equal length. 
701 Salem Ave. 


On first examination he presented a grossly en- 
larged lower left extremity, obviously edematous, with 
a thick odoriferous accumulation of scale, pigment, and 
debris. There was no uniformity of edema of the leg, 
but rather an unusual distribution of edema-like 
changes, with the greater thickness above the ankle and 
only slight ankle thickening. There was a suggestion 
of triangular or rhomboid elevations in the edematous 
areas. The dorsal aspect of the right hand presented 
some edema which extended slightly into the fingers 
and up the forearm. There were multiple areas of 
slightly violaceous intradermal, slightly elevated, solid 
lesions of a centimeter or less in diameter, suggestive 
of deep vesicles without inflammation, yet appearing 
purpuric in character. They were mostly on the palmar 
surface of the hand, and to a lesser degree on the wrist. 
Outstanding and almost pathognomonic were lesions on 
the wrist which looked like vesicles from recent sec- 
ond-degree burns, yet were solid to palpation and had 
remained unchanged for several months. At that time, 
a provisional diagnosis was made of lymphatic obstruc- 
tion of unknown origin. 

The man was obese, standing 5 feet 6 inches tall 
and weighing 200 pounds. The abdomen was pendulous 
but without fluid. The lesions had begun on the legs 
and were insidious in onset. During the period we took 
to establish our diagnosis, we took a culture of the scale 
from the foot and leg which grew innocuous fungi: 
Aspergillus and Hormodendrum. The patient was 
placed on a routine of diuretics, and supportive band- 
ages and dilute Burow’s solution compresses were ap- 
plied. When seen again the edema in the leg was 
somewhat reduced and in the hand to a lesser degree. 
The leg lesions then appeared as pink to violaceous 
vesicle-like intracutaneous or subcutaneous lesions firm 
to touch. We then established our provisional diagnosis 
of Kaposi’s sarcoma. When permission was asked to 


Fig. 2. Medial aspect of the ankle of the same patient, showing the in- 
tracutaneous tumors which have purpuric changes. Note the lack of actual 
displacement of normal structures by tumor. 
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rform a biopsy, we found this had already been done 
in Florida. A copy of the biopsy findings confirmed our 
opinion. The patient had had x-ray therapy, but the 
quantity and type were unknown. We began giving the 
patient 250 mg. of chloroquine phosphate twice a day, 
and continued with the administration of diuretics. We 
were able to follow the patient for a period of 6 weeks 
until he returned to Florida. We felt there was a 25 
per cent improvement during this period, after which 
the lesions remained static. 


Intramuscular iron therapy* 


HOWARD S. FRIEDMAN, A.B., D.O. 
Trenton, New Jersey 

ELENA W. PARISI, D.O., and 
OTTO M. KURSCHNER, A.B., 

D.O., M.Sc. (Ped), F.A.C.O.P. 
Philadelphia, Pennsylvania 


D URING 1957, in the pediatric wards of Met- 
ropolitan Hospital, seven children between the ages of 
1 and 2 years were treated for severe iron deficiency 
anemia with intramuscular iron. The results were dra- 
matic. The following two cases are presented to illus- 
trate the typical progress that these children made, as 
the result of Imferon (iron dextran complex) therapy. 


Case reports 


Case 1—A 14-month-old white female was ad- 
mitted with a diagnosis of acute gastroenteritis. She 
had been vomiting intermittently for several weeks. 
There had been an associated upper respiratory infec- 
tion which had been successfully treated with an anti- 
biotic. The parents had noticed a gradually developing 
pallor of the skin. The history disclosed that at the age 
of 6 months the infant refused any strained food and 
had continued on 2 quarts of milk daily. 

Physical examination revealed a well-developed, 
white, female child, lethargic in appearance, and with a 
marked pallor of the skin, mucous membranes, and 
conjunctiva. The abdomen was soft. There was no 
hepatomegaly, but the tip of the spleen was palpable. 
The heart and lungs were normal ; temperature, pulse, 
and respiratory rate were within the normal limits. 

The initial blood count revealed the following: ery- 


*From the Department of Pediatrics Metropolitan Hospital, Phila- 
delphia, Pennsylvania. 


Bluefarb' stresses the great variety of forms this 
disease may take. It behooves clinicians to consider this 
disease when there are purpuric changes with or with- 
out a solid type of edema. In fact, any lesion suggesting 
an atypical hemangioma should have a provisional diag- 


nosis including consideration of Kaposi’s sarcoma. 
18820 Woodward Ave. 
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throcytes, 1,950,000; hemoglobin, 3.75 grams per 100 
cc. (27 per cent) ; hematocrit reading, 19 per cent ; and 
leukocytes, 26,000, with a differential count of 29 per 
cent segmented neutrophils, 68 per cent lymphocytes, 2 
per cent monocytes, and 1 per cent eosinophils. 

Examinations of peripheral blood smears displayed 
macrocytes, microcytes, poikilocytes, and occasional tar- 
get cells, and polychromatophilia. Hypochromia was 
moderate to severe. Normoblasts or earlier erythrocytic 
progenitors were not present. The occurrence of 20 to 
25 per cent ovalocytes was noted. The granulocytic ele- 
ments showed normal maturity and had normal rela- 
tionship. No evidence of a leukemic process was noted. 
The lymphocytes were mature and predominantly small, 
with no intrinsic nuclear or cytoplasmic deviation. 

A bone marrow study showed marked anisocytosis 
and poikilocytosis, with marked hypochromia. Approxi- 
mately 20 per cent ovalocytes and 2 per cent target cells 
were present. The relative distribution of the granulo- 
cytic and lymphocytic series of cells was within limits. 
There was a marked erythrocytic hyperplasia, with ap- 
proximately 50 per cent of nucleated cells belonging to 
the erythrocytic series. Most of these cells were medium 
sized normoblasts, which had a moderate amount of 
cytoplasm. Findings in the bone marrow were com- 
patible with a diagnosis of iron-deficiency anemia. 

Intramuscular iron, 2 cc. (100 mg.), was adminis- 
tered daily for three doses. The milk intake was re- 
duced to 1 pint per day, and strained- meats, vegetables, 
and fruits were introduced into the diet. 

Clinical improvement was evident within 3 days. 
The lethargy disappeared and the child was eating solid 
food. Repeated blood counts and reticulocyte counts 
were done, as shown in Table I. 

Case 2.—A 1-year-old male was brought to the 
hospital by his mother, who thought that the baby was 
becoming increasingly “jaundiced” during the past few 
weeks. The child’s appetite had been poor for several 
months and weight gain had been slow. An excessive 
milk diet had been given to this baby also, and he had 
had very little solid food. Physical examination re- 
vealed a_ sallow-skinned, markedly lethargic child. 
There was no evidence of jaundice of either the skin 
or sclera. The liver was slightly enlarged, but the spleen 
was not palpable. There was a grade I mitral systolic 
murmur in the left third interspace. 


TABLE I—HEMATOLOGIC FINDINGS IN CASE 1 


Hemoglobin Hematocrit 
Date Erythrocytes (grams per 100 cc.) reading Leukocytes Reticulocytes 
1-2-57 1,950,000 3.75 (27 per cent) 19 per cent 26,000 1.8 per cent 
1-7-57 2,400,000 5.5 (39.5 per cent) 26 per cent 13,000 2.4 per cent 
1-12-57 3,850,000 9.7 (72 per cent) 34 per cent 13,000 4.1 per cent 
2-2-57 3,980,000 10.4 (75 percent) 11,500 
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TABLE II—HEMATOLOGIC FINDINGS IN CASE 2 


Hemoglobin Hematocrit 
Date Erythrocytes (grams per 100 cc.) reading Leukocytes Reticulocytes 
5-22-57 1,400,000 2.3 (18 percent) 13 per cent 9,600 3.4 per cent 
5-28-57 2,500,000 5.2 (38 percent) 27 per cent 28,200 4.9 per cent 
6-1-57 3,550,000 8.5 (62 percent) 39 per cent 15,000 
4,900,000 14 (91.5 per cent) 42 per cent 16,400 


Laboratory data were as follows: erythrocytes, 
1,400,000; hemoglobin, 2.3 grams per 100 cc.; leuko- 
cytes, 9,600, with a differential count of 68 per cent 
segmented neutrophils and 32 per cent lymphocytes ; 
hematocrit reading, 13 per cent; platelets, 210,000; 
reticulocytes, 3.4 per cent; erythrocyte sedimentation 
rate, 30 mm.; serum bilirubin, 0.4 mg. per cent; and 
erythrocyte fragility within normal limits. Tests for 
autohemagglutinins and heterophil agglutinins were 
negative. Results of thymol turbidity and cephalin floc- 
culatin tests were within normal limits. 

The bone marrow study revealed an erythropoeitic 
hyperplasia, with no evidence of blood dyscrasia or 
malignant changes. 

The infant received 100 mg. of Imferon intramus- 
cularly daily for 3 days, and his diet was corrected. 
The resulting blood counts are summarized in Table IT. 
Clinically, the child showed marked improvement with- 
in a few days. A listless, pale, unresponsive child was 
transformed into a cheerful, alert infant, able to stand 
by himself, and interested in socializing with the nurs- 
ing staff for the first time. His appetite was improved 
and there was a weight gain of 1 pound and 4 ounces 
in 4 weeks. 


Discussion 

Iron deficiency anemia is a condition that is most 
common in infants and children between the ages of 
6 months and 2 years. This may be due to an over- 
emphasis on the virtues of milk for the growing child, 
too often to the neglect of iron-containing foods, such 
as meats and eggs. Also, the iron reserve is rapidly 
depleted unless there is a liberal intake of nutritional 
iron, because of rapid growth of cellular tissues and 
blood volume, and the concomitant increase in absolute 
mass of circulating hemoglobin. The infant must draw 
on storage iron for blood formation if there is a de- 
ficiency of iron-containing foods after the first 4 months 
of life.? 

The most common, but not satisfactory, method of 
treating iron deficiency anemia in infants and young 
children has been to use oral iron salts such as ferrous 
sulfate or ferrous gluconate. This has the disadvantage 
of limited absorption, due to the difficulty of passage 
of iron through the intestinal mucosa. It is believed that 
an iron-protein complex must first be formed to facili- 
tate transfer of the iron across the intestinal barrier.* 
There is also the problem of being certain that the 
parents give the oral preparation daily and in the 
proper manner, so that insoluble iron salts are not 
produced as a result of concurrent administration of 
milk or cereals. 

Whole blood transfusions for the treatment of 
iron deficiency anemia should be discouraged, not only 
because of the scarcity of fresh whole blood, but also 
because transfusion reactions may occur. It is waste- 
ful and in opposition to normal function to use whole 
blood when only added iron content is needed to effect 


a cure. 
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Intravenous iron saccharide was developed and 
used with good results.4 However, there were severe 
reactions if the intravenous solution infiltrated into the 
subcutaneous tissues, and there were the technical dif- 
ficulties in its administration to small infants.® 

An iron-dextran complex can now be given intra- 
muscularly for the treatment of iron deficiency anemias, 
Good results can be expected, provided that there are 
no associated conditions, such as sickle cell anemia, 
leukemia, or any other systemic infection that may de- 
press the bone marrow. 

Administration is simple and can be done by the 
nursing staff if they have been properly instructed in 
the zig-zag technic. Side effects, such as pain at the 
site of injection and a staining of the skin, are minimal 
and are not contraindications to further treatment. 
There are no technical difficulties in administration, as 
are encountered in the intravenous administration of 
iron saccharide, nor is there any danger of a slough. 

No danger of producing hemosiderosis or hemo- 
chromatosis exists if the calculated dose is given. There 
is a wide margin of safety, and up to 2 or 3 grams 
can be given with impunity. The total dosage varies 
with the age: Under 12 months, 200 mg. are given; 
12 to 24 months, 300 mg.; and over 24 months, 400 
mg.® 

A reticulocyte response may be seen within 5 days, 
and the hemoglobin level may increase at the rate of 1 
gram a week until normal levels are reached. Clinically 
there is dramatic improvement. Lethargic, irritable 
children become active and alert. They regain their 
appetites and play happily with their companions. At 
the time of discharge, parents are cautioned to avoid 
excessive milk intake and to provide a well-balanced 
diet. Oral iron preparations can be used to prevent 
future depletion of the iron store. 


Summary 


Seven cases of severe iron deficiency anemia were 
treated with Imferon at Metropolitan Hospital during 
1957, with dramatic results. Two of these cases have 
been presented in detail to show the typical response 
to intramuscular iron therapy. 

The evolution of the present-day treatment of iron 
deficiency anemia and the dosage of Imferon have been 
discussed. 
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The Specialist—trained or 
educated? 


THOMAS J. MEYERS, Ph.D., D.O.* 
Pasadena, California 


The specialist is a specialist because he has greater 
knowledge and skill in a particular field than has the 
nonspecialist. He enjoys this distinction not simply 
because he has established a pre-emptory right to a 
part of medical practice or because he has accumulated 
a large and exclusively specialized clientele. The gauge 
is not in his material wealth or income but in his 
knowledge and skill. The specialist has trained himself 
to a mastery of his particular work to a degree that 
would be unnecessary and impractical on the part of 
the general practitioner. For the occasional specialized 
case that occurs in general practice, it would not be 
practical for the doctor to spend the time necessary 
to attain expertness—for he would not be able to exer- 


*Dr. Meyers is chairman of the Advisory Board for Osteopathic 
Specialists of the American Osteopathic Association. 
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cise the skill enough to maintain it. It is better for 
him to refer patients to specialists and devote his time 
to everyday problems. 

This matter of being an expert is attended by 
many responsibilities. In a practical little article, Louis 
Gelber’ states : 

Rules governing the duties and liabilities of physicians and 
surgeons in the performance of professional service are ap- 
plicable to practitioners of kindred branches of healing arts 
whether they manipulate bones, reentgen rays, or physiotherapy 
machines. Furthermore, all specialists are held to a standard of 
care and skill higher than that required of an ordinary prac- 
titioner. 


Again he states: 


Many specialists are sued for malpractice on the theory of 
“abandonment of the patient.” This may come about by mis- 
understanding or conflict of specialists on the mode of therapy 
to be instituted. 


But probably the gravest responsibility of the spe- 
cialist is to maintain his ability and skill and keep in 
pace with modern advances in medicine. The active 
expert is always in a state of preparation and is con- 
stantly searching for a better answer to the many prob- 
lems of his field. 

The foundation of the specialist is his basic train- 
ing, for without it he has merely added a technic to his 
general medical knowledge. This basic training is an 
indoctrination that can come only with an intensive 
living with the work for the 3 or more years specified. 
It is not just absorption of one text or ten, nor the 
observation of one master or many at work, nor the 
perfection of mechanical skills; it is all of these plus 
something else. And most important of all is acquisi- 
tion of a judgment and a feeling that tell the doctor 
how his patient is, how his treatment is going, when a 
crisis has arisen, when a change is indicated, and what 
that change should be. This is really a sharpening of 
training to a razor edge. It is this ingredient of the 
specialist’s service that is most valuable but least appre- 
ciated. However, without it there is no specialist—only 
a mechanic. 

Opportunists who would be specialists without 
preparation cannot know about the real meaning of 
these matters. They have set themselves up as ap- 
praisers and evaluators of their own ability, and usually 
with a selfish or egocentric objective in mind. There 
is no substitute for educational discipline in the train- 
ing of a human being, and nowhere is this more evident 
than in the development of specialists. Intellectual and 
personality potentials must be developed before they 
become useful in medical practice. Charm, suavity, and 
social poise do not replace or guarantee technical skill 
or professional judgment. Nor does the perfection of 
a particular ability alone assure a reliable consultant 
service. 

Modern training in the clinical fields tends to em- 
phasize training and to neglect education.’ 

John C. Whitehorn, who is a leader in medical 
education, states: 


The pressures which have prompted the extraordinarily 
rapid expansion of psychiatric education in this country in this 


1. Gelber, L. J.: Medicolegal problems in physical medicine. Inter- 
nat. Rec. Med. 170:609-612, Nov. 1957. 

2. Whitehorn, J. C.: Psychiatric education and progress. Charles C 
Thomas, Springfield, Ill., 1957, p. 10. 
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recent period have had their effects in creating an over- 
emphasis on training for service functions, to the relative neglect 
of educational principles that have their greatest pertinence for 
the investigative function. ... Hence the “training” of residents 
and the research programs have tended to become separated 
to a degree which threatens to orient the newer generation 
of psychiatrists wholly to practice or to other service functions. 

With maturing of the thinking of medical educa- 
tors, it is becoming increasingly evident that the man 
who is the doctor must be taught too. Up to now, the 
need for clinical services has been so urgent that all else 
has had to be put aside until some of this has been pro- 
vided for. We have arrived at the point now where a re- 
evaluation of what is being done in medical education is 
in order. The changes that have occurred in the last 
10 years in the process of preparing a doctor for the 
field are as great as the almost fantastic progress that 
has occurred in medicine itself. Specialty training has 
not yet become higher medical education in the same 
sense as graduate work in the academic world. 

Practice is still too closely tied to the economics 
of living. We of the osteopathic profession are ines- 
capably tied to this situation and are inexorably swept 
along with the trend side by side with doctors of medi- 
cine. Our specialists stand on the same platforms as 
theirs, our services have no other standard but theirs, 
and we assume the same responsibilities that they do. 

The development of advanced medical skills is a 
slow, costly process, and the results of such develop- 
ment are shared equally by the whole field of medicine. 
Osteopathic research is limited and does not touch 
many of the specialized sciences, so that the training 
of our specialists utilizes research done in medical 
schools by medical research teams. Unless our special- 
ists are familiar with such advances and use the knowl- 
edge they afford, they will be derelict in their services 
to their patients and their profession. With things as 
they are, the surgeons, obstetricians, psychiatrists, and 
other specialists of our profession are similar in all 
detectable aspects to medical specialists with but one 
exception, and that is the influence they may show of 
their early osteopathic college training. 

There can be no substitute for quality and pre- 
cision in the training of our specialists. Our profession 
dares not tolerate by recognition, implication, or other- 
wise anyone who has not acceptably proved his ability 
in the field of his choice. 


“Brand name drugs” 


An editorial on “Brand Name Drugs” in the Janu- 
ary 1958 issue of The Journal of the Medical Society 
of New Jersey supplemented an editorial entitled “Safe- 
guards and Hucksters” which was published in the Au- 
gust 1955 JouRNAL OF THE AMERICAN OSTEOPATHIC 
ASSOCIATION. The New Jersey Journal editorial writ- 
ten by Dr. Henry A. Davidson, its editor, makes an 
earnest plea to physicians to prescribe by brand name, 
medication produced by pharmaceutical houses known 
to be reliable and reputable, both in relation to their 
preparations and their business practices. 
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“Safeguards and Hucksters” reminded Journar 
readers that there are at least four classes of criteria 
by which the physician can assure himself that the 
product he prescribes or employs is of unquestioned 
quality. Dr. Davidson’s discussion of brand-name drugs 
is so pertinent as to constitute an additional criterion— 
brands that are a guarantee of quality. 

Medical hucksters are still abroad in the land even 
though they bear the trappings of respectability, mouth 
a scientific jargon, and make the doctor a partner in 
their “educational” ventures. Today’s ill person does 
not so much need protection against the nostrum manu- 
facturer as does the physician who must make certain 
that the drugs he prescribes or dispenses are of stand- 
ard composition and known potency. The New Jersey 
Journal emphasizes that “control is the secret of sound 
manufacture—control of purity, viscosity, solubility, 
potency, vehicle and particle size.” Control entails ex- 
pense, and expense does not permit “cheaper merchan- . 
dise.” The absence of controls, however, makes possible 
shoddy merchandise that can be sold more cheaply. 

The A.O.A. JourNAL, in “Safeguards and Huck- 
sters,” emphasized the dependence of the patient on the 
doctor to utilize all safeguards that guarantee to the 
patient drug purity and potency. The physician has no 
greater responsibility than to provide a rational thera- 
peutic, both in the principles that govern application 
and the products exhibited. Its criteria are exacting and 
they are known. But the physician is to a remarkable 
degree a free moral agent. Only he can check himself. 
Practice demands encourage complacency—it is simpler 
to assume that preparations are trustworthy. 

Personal loyalties can betray the individual. No 
wise physician will depend upon his judgment of the 
reliability of a firm’s products unless its reputation has 
been long established. What of its ethical business prac- 
tices? Are its methods of promotion substandard? Ifa 
doctor must deal directly with a drug house, is the 
relationship free and above board? All ethical houses 
have the same simple high standards, free of rebates 
and commissions to doctors who because of location 
must dispense instead of prescribing drugs. If you have 
a colleague who is enthusiastic about a little known- 
firm, ask yourself why he is so enthusiastic. Is it be- 
cause he is undiscriminating as to the reliability of a 
product or the ethics of the firm’s business practices? 
No ethical firm can either afford favoritism or prac- 
tices it. 

The young physician rarely knows the criteria that 
protect him against substandard therapeutic agents. 
He is unacquainted with the devious ways of the mod- 
ern huckster. Medical educators tend to forget such 
practical matters and take their knowledge for granted. 
Because there are so many well-known and thoroughly 
reliable pharmaceutical houses, the assumption seems 

to be that all claims are valid. The question is not what 
is claimed but who claims it? 


First on the list of safeguards are official agencies 
prepared to assist the physician—the Food and Drug 
Administration; the National Institutes of Health as 
the research arm of the Public Health Service, includ- 
ing especially the Laboratory of Biologic Control of the 
National Microbiological Institute; the Bureau of Nar- 
cotics; the Federal Trade Commission; and the Post 
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Office Department which derives its authority through 
postal fraud laws. These government agencies are un- 
impeachable sources of authenticity and authority for 
the physician. These agencies are administrators se- 
lected by the government to execute provisions of acts 
set up to safeguard the health of the American people. 

Second on the list of safeguards are the private 
agencies, and of these none is more valuable than the 
Council on Drugs of the American Medical Association, 
formerly the Council on Pharmacy and Chemistry. Its 
weekly reports on new and nonofficial drugs published 
in The Journal of the American Medical Association 
have long been of unquestioned worth. The Council’s 
annual publication, New and Nonofficial Drugs, is. an 
indispensable volume for the doctor’s reference library. 

Medical advertising in official medical publications 
is a co-operative venture between a medical society and 
the manufacturer, based on professional ethics and high 
standard business practices. There are drug houses 
whose announcements never appear in official journals 
of medical associations. The mere fact that some firms 
never advertise in these journals will strike all except 
the naive. There is no logical answer to their failure 
to advertise. 

A third class of criteria consists of the well-known, 
highly ethical firms themselves. Their products have 
become a hallmark of reliability; their business prac- 
tices conform to one simple standard, one allowing no 
rebates or commissions. Especially to be guarded 
against is the drug house that turns the physician into 
a middleman, a field in which the drug huckster op- 
erates. It is true that the drug market is highly com- 
petitive, but no ethical pharmaceutical manufacturer 
uses this typical characteristic of the American market 
to violate every professional ethic. 

In listing these criteria, THE JoURNAL named the 
physician’s own sense of professional ethics as the 
fourth criterion. A doctor is bound by an obligation 
that he assumes with his profession and by his tradi- 
tional oath of service. He is the keeper of his patient’s 
health, alerted by his own conscience. But the physician 
needs to keep himself enlightened through reliance upon 
all criteria that are his to command. Physicians have 
always had too low an index of suspicion. Osler put it 
thus many years ago: “It is much easier to believe than 
to doubt, for doubt connotes thinking.” The doctor’s 
normal critical sense is becoming increasingly dulled. 
A vast increase in professional operating expense has 
necessitated increased attention to the fee for service. 
It is being said today that the doctor’s interest in the 
payoff has become too great. Medical ethics is a far- 
flung involvement. 

To its worthy contemporary, the A.O.A. JouRNAL 
expresses appreciation for “Brand Name Drugs.” Its 
publication has afforded an opportunity not only for 
THE JouRNAL to call attention again to the four cate- 
gories of safeguards to rational therapeutics, but it has 
also made possible the emphasis of a fifth, the prescrip- 
tion or usage by the physician of only brand-name 
products. And of these, there is a wide choice possible, 
so high standard is American pharmaceutical industry. 


In 1900, as Dr. Davidson implied, the excellence 
of a product was dependent upon the honesty, skill, and 
integrity of the individual pharmacist. But he points 
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today to the fact that 85 per cent of all prescriptions are 
prefabricated by the manufacturer. Modern mass pro- 
duction by the ethical manufacturer guarantees stand- 
ardization. It makes possible mass employment by the 
physicians of quality products—the kind of agents re- 
ferred to the paragraph above that are achieved only 
by “control” of the manufacturing process. Mass pro- 
duction determines shelf-life and makes it a fact; it 
allows for the kind of research that makes “pharma- 
ceutical equivalents” no chance affair but an actuality. 

These are the reasons the New Jersey Journal 
maintains that “the experienced physician is not defen- 
sive about prescribing brand-name products—or giving 
the retail pharmacist a choice of reliable brand names. 
He knows that the patient can buy an ersatz product a 
little cheaper. But precious things don’t sell at cut-rate 
prices.” 

The prescription pharmacist is in business. But he 
is a professional person as well as a business man and 
he wishes to handle only high-grade products. The 
pharmacist needs to know, however, that the physician 
himself cares and will support him in his desire to 
handle drugs worthy of the best traditions of pharma- 
ceutical manufacturing. 

High standards in every aspect of modern medical 
care are matters of long, slow development, from the 
thorough education and training to practice in the mod- 
ern office or in hospitals rigidly maintained at today’s 
institutional level. High standards are not divisible, and 
they are grounded in a morality that encompasses the 
drug manufacturer, the ethical pharmacist, and the 
physician. Physicians dare not disregard the business 
practices involved in a total medical responsibility, even 
in so apparently simple a thing as the business of the 
brand-name. Great medicine, comprehensive medicine, 
modern medicine—call it what you will—is a totality. 


Target: Washington 
July 14-18, 1958 


For the first time in its history, the American Os- 
teopathic Association will hold its Annual Convention 
in the nation’s capital city—61 years after its first meet- 
ing, held on April 19, 1897, in Kirksville, Missouri. 
The Sixty-Second Convention, by its setting, becomes 
a symbol of the profession’s advance in 61 years. 

Doubtless many have read the complete program 
of the Washington Convention, published in the May 
issue of THE Forum. Those who have waited for the 
program to appear in THE JouRNAL should review the 
May Forum for it will not be republished. However, 
the A.O.A. Activities section of THE JouRNAL carries 
stories of the meeting as a responsibility of the A.O.A. 
Bureau of Conventions, of which the A.O.A. Executive 
Secretary is the chairman and the Business Manager, 
the vice chairman. 

The 1958 Convention has been a feature of THE 


669 


| 
even 
| 
outh 
T in 
does 
anu- 
tain 
ind- 
rsey 
ity, ; 
ex- 
an- 
ble 
ck- 
the 
the 
on 
lo 
i 
| 
| 


Forum, beginning with the January issue. Of special 
interest to those who attended early conventions was 
the review of A.O.A. conventions from 1897 to 1958, 
published in the February issue and entitled ““The Years 
Between.” It was illustrated with pictures of past con- 
ventions. March revealed Washington as a “Utopia for 
Sightseers ;” April explicitly described methods of get- 
ting to Washington from almost everywhere; “Target: 
Washington” presented the program which is based on 
the theme, “Public health and preventive medicine” ; 
and the June Forum rounded up interesting details of 
the program not covered previously. Readers should 
see the June Forum for its description of the National 
Institutes of Health. As the research arm of the Public 
Health Service, the seven Institutes are in a position 
of strong leadership in medical advance. The tour of 


the Institutes for physicians registered at the Conven- 
tion is scheduled on Thursday afternoon July 17. An 
educational venture in itself, this tour will afford a view 
of the outreach of medicine in America as a growing 
scientific and technical achievement. 

There are many reasons why the 1958 Washington 
A.O.A. Convention is destined to be one of the profes- 
sion’s more noteworthy meetings. It should be a large 
meeting in point of registrants, but it will be significant 
regardless of the number registered. The attractiveness 
of Washington as the convention setting cannot be 
overstated. And it does not seem likely that the Con- 
vention will return to the Capital City in the near fu- 
ture. The opportunity to visit there should be grasped 
while at hand, especially by families seeking a sight- 
seeing vacation. 


ane) COMMENTS 


The NO ONE wouLp deny that 

the doctor’s personal re- 

doctor and sponsibility to his patient is 
WHO his first order of the day. 


The time has past, however, 

when he can discharge this 
duty adequately and not see the patient in relation to 
the community in which he lives, the community in 
relation to the nation, and the nation to the world. Too 
many physicians still see the practice of medicine and 
their role in it through yesterday’s glasses. As a result 
many doctors will have by-passed the highly publicized 
news of an event held in Minneapolis, the eleventh ses- 
sion of the World Health Assembly, the governing body 
of the World Health Organization, May 28 to June 16, 
which was preceded by a commemorative session, May 
26 and 27, marking the tenth anniversary of WHO. 
The Minneapolis meeting was not a convention in the 
American sense of the word, but a business meeting to 
consider the report of WHO’s Director-General on the 
work of the preceding year and to make the decisions 
necessary for the Organization’s continuing operation. 


The mere fact that this Assembly, composed of 
delegates from WHO’s eighty-eight member countries, 
agreed to meet in Minneapolis is in itself significant— 
Minneapolis, lovely American city that it is, can scarce- 
ly be thought of in terms of world-wide interest. The 
truth lies in the fact that today any small village may 
have had a global experience through the experience 
of one of its own citizens. The problems of world 
health came to Minneapolis because such a city, appar- 
ently typifying mid-America’s isolation, actually attests 
the fact that the only isolation left to men is that of 
outer space. 

For the United States, the World Health Organi- 
zation is an agency of the greatest importance. Its first 
objective is the attainment by all people of the highest 
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possible level of heaith. The physician to whom this 
objective is of no basic interest is scarcely to be trusted 
with the health responsibility of any single individual. 
The effects of disease can be no longer contained within 
local boundaries. 

Let us take a quick look at the benefits which 
Americans derive from United States’ membership in 
WHO. Its program guards against importation of dis- 
ease through almost universal application of Interna- 
tional Sanitary Regulations. Citizens traveling abroad 
are protected through quarantine measures and by con- 
trol of diseases at their source. World-wide markets 
for American products are stimulated through reduc- 
tion of the economic drag of disease. The latest medical 
advances in other parts of the world are made available 
to the United States through the correlation of technical 
progress among WHO membership, and the United 
States, in turn, is able to contribute its knowledge to 
the pool. WHO leadership creates more stable condi- 
tions in great sections of the earth that are unstable; 
it is one of the few positive factors acting to discourage 
the spread of world communism and encourage world 
peace. The WHO health program promotes friendship 
for the United States all over the world through the 
direct contact of American health leaders with those of 
other countries. 

Six hundred people from all but a few sections of 
the habitable earth came to Minneapolis for the 3-week 
meeting. They discussed the national health patterns of 
their respective countries and fitted each into the over- 
all pattern of international health work. The Assembly’s 
delegates made tangible decisions directly affecting the 
health of millions of human beings through approval 
of a WHO program for 1959. The essence of the 
meeting was communication, leading to more ready ex- 
change of technical information and better international 
understanding during the year ahead. The kind of com- 
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munication achieved at the meeting was an understand- 
ing between authoritative individuals responsible for 
the over-all health programs of the member nations. 

Although WHO as a specialized agency of the 
United Nations came into being April 7, 1948 (now 
observed as World Health Day), it represents a century 
of efforts toward international health co-operation. As 
a result WHO is no mere “do-good” organization. A 
mature and authentic body met in Minneapolis with a 
decade of tangible achievement back of it. A mere list- 
ing of its activities by name would exhaust this space. 
Some of its victories have been not less than spectacu- 
lar, of which the nearly complete control of malaria is 
the most noteworthy. A decade ago malaria attacked 
300 million persons a year and killed 3 million. The 
disease is now on the health agency’s calendar for ex- 
tinction by 1965. 

Three years before WHO came into existence, 
Dr. Raymond B. Fosdick, then president of the Rocke- 
feller Foundation, in speaking on public health as an 
international problem, said the prophetic word for a 
world health body yet to be born: 


The Community of nations has got to have a kind of in- 
tellectual and spiritual integration before it can be absolutely 
sure that forces of violence are under control. Consequently 
there must be developed for international life new areas and 
techniques of cooperative action. .. . We need rallying points of 
unity, centers around which men of differing cultures and faiths 
can combine, defined fields of need or goals of effort in which 
by pooling its brains and resources the human race can add to 
its own well being... . 


Dr. Fosdick saw hope only “as we begin to build, 
brick by brick, in these areas of common interest where 
cooperation is possible and the results are of benefit 

What was envisioned by Dr. Fosdick at the 73rd 
annual meeting of the American Public Health Associa- 
tion had by May 1958 become a reality as the World 
Health Assembly. 

This column will report from time to time on the 
1959 program approved at the Minneapolis meeting 
and the progress made during the year. There is no 
physician worthy of the name, whether a private prac- 
titioner, public health worker, teacher, or researcher, 
who can well deny that the health and welfare of the 
people are his goal. The physician today dares work 
within no lesser limits. 


New York NEW york State has again 
taken leadership in educa- 

State tional matters by protecting 
steps IN the term “psychologist,” 

giving it legal standing ef- 

fective October 1. After 

that date anyone who bills himself as a psychologist 
and does not have a state certificate could be sent to 
prison. This provision is not one giving psychologists 
the right to practice as granted to physicians by state 
laws. The act merely guards the title “psychologist” in 
New York State. It represents progressive legislation, 
however, in that it makes it possible for persons need- 
ing the services of a clinical psychologist to be more 
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certain of securing those of a truly professional person. 

The state certificate requires that the applicant 
have a doctoral degree, for example, Ph.D. or Ed.D., 
and 2 years of supervised experience, and that he pass 
a state examination. An uncertified person in New 
York State may still function as a psychologist but he 
may not use the title. 

The new law in effect represents a compromise be- 
tween two groups who have somewhat similar services 
to render to the public. Psychiatrists and psychologists 
both deal with human behavior, hence with emotional 
disturbances. The clear-cut cleavage between the two 
disciplines is represented by the standing controversy 
between the American Psychological Association and 
the American Psychiatric Association. The dispute is 
over the right of the psychologist to function in a clini- 
cal field. The practice of psychiatry is the practice of 
medicine and as such is an old specialty of a still older 
profession. Psychology is a new profession and the 
newest of any to employ psychotherapy widely. Or- 
ganized psychiatry believes that the basic motivation of 
organized psychology is to circumvent required basic 
training and experience to enter the practice of medi- 
cine by the “back door.” Organized psychology points 
out that psychiatry thinks only of psychologic disturb- 
ances in terms of “illness,” and neuroses as being en- 
tirely in a disease category. Much of the cleavage 
between the two groups, however, is maintained on a 
hierarchial and jurisdictional level, especially by psy- 
chiatrists of the organicist category. 

Organized psychology appears to express itself in 
more realistically social terms than organized psychi- 
atry, in that the former has called for a joint approach 
by the two groups “to provide adequate care for as 
many sufferers as possible by as many qualified practi- 
tioners as possible.” Organized medicine generally is 
slow in realizing that medicine is basically a social sci- 
ence with a total social obligation. 


As a new profession psychology shows many 
weaknesses, and organizationally it is lacking in strength 
and experience. It has not had the power through ade- 
quate legislation to regulate its own house and keep it 
clean. The New York bill would seem a first step to- 
ward self-discipline. 


The shortage of psychiatrists both in the profes- 
sions of ‘osteopathy and of medicine results in the 
necessity for physicians to refer patients to psychol- 
ogists for needed psychotherapy. The New York law 
will make it simpler for physicians in that state to 
differentiate between clinical psychologists who have 
had adequate training and experience and those lacking 
these qualifications. The question remains in all states: 
“When is a psychologist a psychologist?” In those 
states where there is no definition of the title the physi- 
cian is dependent entirely upon his judgment. New 
York State’s requirements might well be adopted by 
any physician as the basis for his judgment. In the 
meantime it is to be hoped that New York’s forward 
step will be followed by many other states within the 
next several years. 


It is an obligation upon the part of physicians to 
support the American Psychological Association in its 
nation-wide effort to secure a rightful spot in the sun 
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for its clinical psychologists. They have an authentic 
and potent service to render to society, and they are 
sorely needed. 


Electrical “PATTERNS OF ELECTRICAL 
. Skin Resistance in Man,” by 

’ skin Irvin M. Korr, Ph.D., Price 
resistance Thomas, D.O., and Har- 


ry M. Wright, D.O., of the 

Department of Physiology 
and Pharmacology, Kirksville College of Osteopathy and 
Surgery, Kirksville, Missouri, was published in Volume 
XVII, Number 1-2, 1958, of Acta Neurovegetativa. 
This monthly journal devoted to neurovegetative anat- 
omy, physiology, pharmacology, and pathology and their 
related endocrine fields, with special reference to clinical 
applications, is published in Vienna. 


HEALTH 4S A JouRNAL reader do 
recruits you know that the A.O.A. 
magazine Heattn  ( for- 

for health 


merly Osteopathic Maga- 
zine) is actively co-operat- 
ing with the Commission on 
Health Careers of the National Health Council? The 
July-August issue of HeaLtH (its four summer issues 
are combined into two) will present the twelfth of its 
series, A Career in Health, with an article on “Medical 
Social Work.” 

Physicians scarcely need to be told that our nation 
faces a shortage of trained health personnel in prac- 
tically every one of the 156 different health professions 
described in the National Health Council’s “Health Ca- 
reers Guidebook.”” People know through their own ex- 
perience of the shortage of physicians in the professions 
of medicine and of osteopathy. They know, too, that 
nurses are in particularly short supply (currently esti- 
mated to the number of 70,000). That the nation faces 
a shortage of trained health personnel in each of the 
other 153 health professions is not well known. In fact, 
few know that there are so many professions concerned 
with health problems. 

That America’s total population is rapidly increas- 
ing is also a known fact. Again few stop to think that 
the increase is among the very young and the very old 
who require the most health services and that these 
groups are two of the reasons, among a number, that 
help to account for the shortage in total health personnel. 

It is not possible to make a brief outline of our na- 
tional needs as compared to our national supply of all 
156 professions concerned with health. A few are list- 
ed here, some of which have already been presented by 
HEALTH in its “Careers” series. 

A recently published national survey by The New 
York Times points to a serious shortage which will 
occur in America within the next 2 decades unless the 
number of students in medical schools is greatly in- 
creased. The shortage of physicians is becoming an old 
subject, but one about which so little is being done that 
it can scarcely be overemphasized. 

Our population is increasing by nearly 3,000,000 
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persons a year. By 1975 there will be 230,000,000 peo- 
ple needing medical care. Our present physician-popu- 
lation ratio is 1 practitioner to every 730 persons, allow- 
ing for 225,000 physicians. Maintenance of that ratio 
will require 315,000 physicians by 1975. The current 
rate of increase is about 3,000 annually. 

Among the careers already presented in Heatty 
that have marked personnel needs are occupational 
therapy, medical technology, health education, pharma- 
cy, dentistry, nursing, and psychology. Medical social 
workers report a 3,500 personnel shortage. 

Many people do not know that the program of the 
National Foundation for Infantile Paralysis has made 
a contribution of more than $28,000,000 in the educa- 
tion of certain health professions. When the National 
Foundation was founded 20 years ago it recognized 
that its program was partly immobilized because of its 
lack of manpower. Facing this reality led to its invest- 
ment in promoting a qualified health personnel. A con- 
tribution of more than $1 million has resulted in 778 
students becoming qualified medical social workers. 

HEALTH’s part in recruiting for health is indeed 
a small one. But it is proud of its recognition of the 
national need for trained health personnel. It is privi- 
leged to join with the Commission on Health Careers 
of the National Health Council in a planned program 
to meet the nation’s needs. Doctors of osteopathy are 
urged to call the attention of their families and their 
communities to the possibility of a health career for 
young people—a career encompassing 156 varieties. 


Notes “SHORTAGE oF Doctors,” a 
. . study in the May 9 issue of 
in briefer United States News and 
form World Report has_ been 


called to our attention by 

many readers. Those who 
missed it should consult their local library. Read espe- 
cially the section on the need for new medical schools, 
on pages 72 to 74 of the magazine in view of the 
“present and clear danger” to the osteopathic profes- 
sion. {|The National Health Survey now under way 
reveals that 42 per cent of American people had not 
been to the dentist for 3 years or more. Only 36 per 
cent had visited a dentist during the preceding year. 
Forty-one per cent of dental visits involved fillings 
and 20 per cent involved extractions. Twenty-one mil- 
lion persons or 13 per cent have lost all their teeth. The 
report on dentistry is the second in a series based on 
nation-wide interviews conducted for the Public Health 
Service by the United States Bureau of the Census. 
{Doctors are often called upon to advise families on 
the general pattern of three-generation living. About 
3 million older people live with married children or 
close relatives. Those who are sick or seriously handi- 
capped interfere with normal living of healthy members 
of the group. The Older Person in the Home, a booklet 
published by the Department of Health, Education, and 
Welfare, gives answers to many of the health problems 
that the situation creates. The booklet should be widely 
prescribed as an invaluable aid to families with mem- 
bers in the old-age group. Write H.E.W. for copies. 
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MESSAGE FROM THE PRESIDENT 


OF THE A.O.A. 


P Visits to two osteopathic colleges and to ten divi- 
sional society conventions cover the main events of my 
travel story from late April until the middle of June. 
In one college, I sensed renewed confidence ; in another, 
I saw new buildings going up. Of the ten divisional 
society meetings, three adopted OPF support through 
dues, another is planning to do so. I have added a Stet- 
son and cowboy boots to my wardrobe. 

The Des Moines Still College of Osteopathy and 
Surgery is on the way to solution of its special prob- 
lems. Under Acting President John B. Shumaker, the 
College has a forward-looking and enthusiastic faculty 
and student body. 

The Tennessee association held a good convention 
in Nashville April 27 to 30, with a high percentage of 
its seventy-two members in enthusiastic attendance. Its 
significant event was the vote to adopt support through 
dues for osteopathic education. May Day found me at 
home, for a history-making convention in Minneapolis. 
There, for the first time, a state society with limited 
practice rights voted the support through dues program. 
A by-law change will become effective in a year; in the 
meantime, support will be through special appropriation. 

The Texas convention in Fort Worth, May 1 to 3, 
was in Texas style, big in spirit and enthusiasm. It was 
there, of course, that I was given the Stetson and boots. 
Texas is expected to adopt support through dues before 
another year has passed. 

North Dakota, I feel safe in saying, also made 
history May 9 and 10 in Bismarck. All members but 
one were at the convention. The thirteen men and 
women who gathered about the convention table moved 
resolutely toward an improved legislative situation. I 
felt very much at home with these doctors, who are not 
being deterred by small numbers. 

A quick flight from Bismarck landed me in At- 
lanta, where Dr. Eveleth and I, as A.O.A. representa- 
tives, assured the Georgia doctors that the A.O.A. is 
back of them in their legislative battle. We had the 
good news that Georgia’s auxiliary is requesting affilia- 
tion with the A.A.O.A. 

The presidential visit to the College of Osteopathic 
Physicians and Surgeons, Los Angeles, gave me the 
opportunity to visit with the College’s Research Center 
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and to see the new $9,200,000 osteopathic unit of the 
Los Angeles County Hospital. Promised for occupancy 
in the early fall, the nine-story, completely equipped 
building will enable osteopathy to extend its services 
to increased numbers of the indigent sick. 

The new building is a tribute to the 30 years of 
service already given. In 1928, with an attending staff 
of eighteen and a house staff of twenty-five, the osteo- 
pathic profession undertook the administration of a unit 
of 196 beds. Now there are 218 physicians on the at- 
tending staff, sixty on the house staff, for a unit of 
322 beds. The new building will bring this bed total to 
500. During my stay at C.O.P.S., I spoke to the student 
body—intelligent and effective, with the enthusiasm of 
youth. 

I found the Sacramento meeting of the California 
Osteopathic Association, held May 14 to 18, to be in 
startling contrast, in attendance percentage, to the 
North Dakota meeting. The location of the meeting, at 
the north end of the long strip that is California, prob- 
ably explains the low figure. 

Indiana held its meeting in French Lick, the old 
and famous spa. I was deeply impressed by the strong 
organization and truly fraternal spirit of this associa- 
tion. I was moved by what was without question the 
highlight of the convention banquet. Dr. Arabelle Wolf, 
for many years the association’s secretary, was the re- 
cipient of the J. B. Kinsinger award, Indiana’s highest 
honor. The presentation was made by her father, Dr. 
J. E. Baker, who himself received the Kinsinger plaque 
in 1948 and who, at the national meeting last year in 
Dallas, in his eighty-seventh year, was named the G.P. 
of the Year by our College of General Practitioners. 
Dr. Arabelle’s husband, Dr. H. Dearing Wolf, was the 
1956-1957 president of the Indiana association. 

Indiana has other claims to distinction. Last year 
it went on dues support and this year raised 133 per 
cent of its OPF quota. It is listed in all four categories 
of the 1957 Christmas Seal Campaign’s “Top Ten” in 
performance. One of its auxiliary members, Mrs. 
Francis E. Warner, takes officé in July as president of 
the national auxiliary. 

This brings me to a reiteration of the conviction 
that has been growing on me all year. In the Presi- 
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ACTIVITIES 


dent’s Message for January, I said: “The A.A.O.A. is 
a pillar of strength to osteopathy. . . . its work in the 
past has plowed the ground for much of what we are 
accomplishing today. As | listen to the plans and pros- 
pects for the future, I realize that the members are 
plowing ground for tomorrow.” In each state I have 
visited this year, I have had the pleasure of meeting 
with the auxiliary. These women are a source of na- 
tional strength. In their interest, organization, and 
effectiveness, I believe they are outdistancing the men 
who are their reasons for being auxiliary members. 
The auxiliary is indeed the profession’s right arm. 

As this is being written, three more state meetings 
are still to come: Virginia and Iowa in late May and 
the Northwest Convention—when Washington and 
Oregon join forces—in June. Washington shares with 
Indiana the distinction of being listed in all four cate- 
gories of the Christmas Seal’s “Top Ten.” It is expect- 
ed, also, to adopt support through dues at the coming 
meeting. Iowa is closing its first year of support 
through dues. 

This report has turned out to have a three-word 
theme: Support through dues. Rightly, I think. The 
development of this method of maintaining our college 
structure—the bulwark of our profession—is probably 
the most important fact of the year. 

Ten states, comprising more than 50 per cent of 
the osteopathic population, have gone on the dues ap- 
propriation system. In the order of their going, they 


DEPARTMENT OF 


Committee on 


A. T. Still Memorial Lecture 


LYDIA T. JORDAN, D.O. 
Chairman 


The 1958 Lecture 


>» For the first time since its institution as an annual 
convention observance, the A. T. Still Memorial Lec- 
ture is this year to be delivered by one who is not a 
member of the osteopathic profession. The honor has 
been bestowed upon W. Ballentine Henley, LL.D. As 
president of the College of Osteopathic Physicians and 
Surgeons of Los Angeles, Dr. Henley has played an 
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are: California and Michigan, in 1955; Missouri, Colo- 
rado, and Oregon, 1956; Indiana and Iowa, 1957; Min- 
nesota, Tennessee, and Florida, 1958. Washington and 
_Texas expect to carry the total to twelve. Other states 
are working on the idea. 

July brings the National Convention, to be held in 
the nation’s capital. Its program, published in Tue 
Forum for May is “must” reading for every doctor and 
doctor’s wife. Both the professional and auxiliary pro- 
grams will be good. They will teach, they will entertain, 
and they will renew our sense of service. 

I am particularly impressed by our utilization of 
the resources of our Government health agencies. Top- 
flight men are to be on our program. We are to visit 
the various National Health Institutes, there to be 
shown what is being done for public health in such 
fields as cancer, arthritis, and heart disease. 

I urge each of you to attend the Washington meet- 
ing. 

This is the last report on my presidential year. I 
have been on a crisscross of continental flying. I have 
attended close to half a hundred conventions, official 
visitations, and public and professional conferences that 
have kept me away from my office 200 days. I believe 
I have gained a broad understanding of this profession 
of ours and its problems. I have experienced the honor 
the profession accords the office of the President of the 
A.O.A. For the courtesies that have been heaped upon 
me, as the person who this year has held that office, I 
shall be grateful always. I hope to see you in Wash- 


306 Granite Exchange Bldg. 
St. Cloud, Minnesota 


PROFESSIONAL AFFAIRS 


RUSSELL M. HUSTED, D.O., Chairman 


increasingly important role in osteopathic development 
in the field of education, and is nationally known as 
an administrator and speaker. 

The A. T. Still Memorial Lecture is a featured 
event of the convention, to honor both Dr. Still and the 
person designated as speaker. It deals with some phase 
of osteopathic history and development. The first lec- 
ture was delivered at the fiftieth convention of the 
Association, and was an outgrowth of the A. T. Still 
Memorial Exercises which had been held each- year 
following the death of Dr. Still in 1917. 

The list of men upon whom the accolade has 
been bestowed reads like a page from an osteopathic 
Who’s Who. It includes four past presidents, two col- 
lege presidents, a national and a divisional society 
executive secretary, distinguished educators, adminis- 
trators, and physicians. Four are holders of the Dis- 
tinguished Service Certificates. Dr. Henley will be the 
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thirteenth lecturer. His predecessors have been: Drs. 
J. S. Denslow, 1947; R. C. McCaughan, 1948; Chester 
D. Swope, 1949; Edward T. Abbott, 1950; R. N. 
MacBain, 1951; R. McFarlane Tilley, 1952; E. J. 
Elton, 1953: C. Robert Starks, 1954; Thomas L. 
Northup, 1955; Paul van B. Allen, 1956; and Paul T. 
Lloyd, 1957. 
Dr. Thomas Northup is not alone in his distin- 
ished service for osteopathy. His sister, Dr. Anna E. 
Northup-Little, has for many years been an osteopathic 
physician in the Canadian province of Saskatchewan, 
and his son, George, takes office in Washington in July 
as President of the A.O.A. Mrs. George Northup is 
First Vice President of the A.A.O.A, 


Committee on Convention 


Scientific Exhibit 


WILBUR V. COLE, D.O. 
Chairman 


Scientific Exhibit at Washington 


> The scientific exhibit, a commanding feature of 
every annual convention, is expected this year to top its 
own record in both extent and quality. According to 
Dr. Wilbur V. Cole, Committee chairman, twenty-one 
displays are scheduled for showing in the Shoreham 
Hotel Mezzanine and West Lobby Foyer, July 14 to 17. 

Particularly notable among exhibits to be supplied 
by individual osteopathic physicians will be the plastic 
models of facial reconstructions by Dr. E. Ivan Chera- 
shore and the exhibit of psychiatric art by Dr. Frank 
H. Caffin. Other individual exhibitors will include: 
Dr. Charles D. Ogilvie, demonstration of x-rays; Dr. 
George E. Miller, pathologic display; Dr. Donald I. 
Phillips, dermatologic display ; Dr. K. Grosvenor Bailey, 
case history studies; and Dr. H. G. Grainger, neuro- 
anatomic exhibit. 

The osteopathic colleges and college hospitals will 
also exhibit. Notable in this group will be psychiatric 
studies by Dr. Fleda M. Brigham of the Kirksville Os- 
teopathic Hospital and Dr. Floyd E. Dunn of the Kan- 
sas City College. Other exhibits in this classification 
will include: From Des Moines, an exhibit of medical 
photography by Lynn Baldwin; Kansas City, fluores- 


cence microscopy by E. J. Mielcarek and atrophy of 
striated muscle by Dr. Cole; Philadelphia, an exhibit 
by Dr. O. Edwin Owen; and from the Detroit Osteo- 
pathic Hospital, a teaching hospital of the Chicago 
College of Osteopathy, a dermatologic display by Dr. 
A. P. Ulbrich. 

From among the specialty and affiliated societies 


Dr, Wilbur V. Cole 


will be exhibits from the American College of Osteo- 
pathic Pediatricians and the American Osteopathic 
Hospital Association. 

The Department of Health, Education, and Wel- 
fare of the United States Public Health Service will 
have two displays. The first, from the Division of Hos- 
pitals, will be devoted to the Hill-Burton program, and 
the other, from the Division of Special Services, will 
deal with the effect of prophylaxis on rheumatic heart 
disease. 

Mead Johnson and Company will have an exhibit 
on electrolytic balance and SchenLabs Pharmaceuticals, 
one on the treatment of penicillin allergies. There will 
also be a display from the United States Cerebral Palsy 
Association, “Integration of Services for the Cerebral 
Palsied,” one from the American Medical Writers As- 
sociation, and one from the American Tuberculosis 
Association. 


Committee on Mead Johnson Grants 


Five fellowships awarded 


> At its April meeting in Central Office, the A.O.A. 
Committee on Mead Johnson Grants awarded five of 
the company’s six $1,000 grants for graduate education. 
As announced by Dr. John W. Mulford, Committee 
chairman, four of the fellowships are in general prac- 
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JOHN W. MULFORD, D.O. Chairman 


tice, one in pediatrics. The sixth award winner is yet 
to be announced. 

Recipients of the grants will do their graduate 
work in four of the six osteopathic colleges. Of the 
four who will work in the field of general practice, Dr. 
Calvin H. Van O’Linda and Dr. George H. Scheurer 
will study at the Kirksville College of Osteopathy and 
Surgery; Dr. David J. Simon at the College of Osteo- 
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pathic Physicians and Surgeons at Los Angeles; and 
Dr. William D. Mitchell at the Philadelphia College of 
Osteopathy. Dr. Donald G. Pelino, the fifth winner, in 
pediatrics, will study at the Chicago College of Osteop- 
athy. 

Dr. Van O’Linda, who graduated from the Kirks- 
ville College in 1956, interned at the Osteopathic Hos- 
pital in Harrisburg, Pennsylvania. He was formerly a 
medical technologist. 

Dr. Scheurer, also a graduate of Kirksville, in the 
class of 1954, returned after 2 years’ private practice in 
his hometown, Williamsport, Pennsylvania, to become 
a member of the K.C.O.S. teaching staff. He is an in- 
structor in osteopathic medicine, an assistant in physi- 
ologic chemistry, and a director of clinical instruction 


at the Community Nursing Homes. 

Dr. Simon, a 1953 graduate of the Philadelphia 
College of Osteopathy, is already working as a full- 
time fellow at the Los Angeles Rehabilitation Center 
on the C.O.P.S. campus. Dr. Mitchell, of the Philadel- 
phia College class of 1955, is serving a residency in in- 
ternal medicine at the P.C.O. hospitals. Dr. Pelino 
graduated from the Chicago College of Osteopathy, in 
the class of 1955, interned at the Detroit Osteopathic 
Hospital, and will now be returning to the Chicago 
College. 

The A.O.A. Mead Johnson Committee is author- 
ized by the Evansville, Indiana, company to administer 
the fellowship program. This year the grants were 
increased from three to six. The fellowships are award- 
ed on the basis of qualification and of anticipated value 
in the service of public health. In addition to Dr. Mul- 
ford, Drs. George W. Northup and J. Wesley Elbert, 
Petersburg, Indiana, form the selection committee. 

The Mead Johnson grants are available to any re- 
cent graduate who demonstrates aptitude for advanced 
training in the fundamental and clinical sciences that 
constitute the background for general practice. 


DEPARTMENT OF PUBLIC RELATIONS 


Medical education aid 


P The following letter was made a part of the record 
of the hearings on bills for Federal aid for construction 
of medical and dental teaching facilities: 


AMERICAN OSTEOPATHIC ASSOCIATION 
Farragut Medical Building * Washington 6, D.C. 


Office of Curster D. Sworr, D.O. 
Chairman: Department of Public Relations 


Honorable John Bell Williams, Chairman 
Subcommittee on Health and Science 
Committee on Interstate and Foreign Commerce 
U. S. House of Representatives 

Washington, D. C. 


Dear Mr. Williams: 


We believe the national interest calls for enactment of pro- 
posed legislation now the subject of hearings before your Sub- 
committee (H. R. 6874, H. R. 6875, H. R. 7841, H. R. 11913) 
to extend the duration of the Health Research Facilities Con- 
struction Act, and to expand the program of Federal aid for 
construction of research facilities in the sciences relating to 
health as defined in the law so as to include also aid for con- 
struction of teaching facilities in those fields. 

Inasmuch as copious information on the subject matter of 
the current hearings is already before the Subcommittee by way 
of the Medical School Inquiry Staff Report Containing Back- 
ground Information Relating to Schools of Medicine, Dentistry, 
Osteopathy, and Public Health, it was stated at the outset of 
the hearings that additional testimony should be of a refresher 
character. 

There are six colleges of osteopathy and surgery. All are 
private, nonprofit and approved by the American Osteopathic 
Association. Continued approval is based on periodic inspections 
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and recommendations by the Bureau of Professional Education 
and Colleges of the Association. The American Association of 
Osteopathic Colleges cooperates for maintaining proper stand- 
ards. 

The product of these colleges, physicians of the osteopathic 
school of medicine, is in short supply according to the Depart- 
ment of Labor list of critical occupations. Yet, chiefly because 
of inadequate facilities only one in three applicants can be ac- 
cepted and enrolled. These colleges are the only source of sup- 
ply (in three-fourths of the States the scope of the license 
includes all branches of the healing art) of the osteopathic 
population of all the States. Their function is, therefore, 
demonstrably national, as well as lccal. 

The colleges are located in five States (California, Illinois, 
Iowa, Missouri (2), and Pennsylvania). In four of the colleges 
85% to 90% of the students are from other States. The current 
student body of the six colleges is drawn from 43 States, the 
District of Columbia, Alaska, and Puerto Rico, and from Can- 
ada, British Guiana, British West Indies, Cambodia, China, El 
Salvador, Greece, Iran, Jordan, Korea, Malaya, and Peru. Their 
graduates are legally licensed and practicing in all the States 
and in foreign countries. 

Current students obtained their preprofessional college work 
in 216 colleges in 38 States. More than 70% have degrees prior 
to admission to osteopathic professional study. Not less than 
three years preprofessional college work is required for admis- 
sion to any osteopathic college. A number of colleges of arts 
and sciences in some 15 States will confer the baccalaureate 
degree upon their students who do satisfactory. work for three 
years and then successfully complete their first year in an ap- 
proved osteopathic college. 


The professional course is four years. Tuition takes care 
of only about one-fourth the cost. The deficit is partially made 
up by contributions of some $% million per year on the part of 
the alumni, borrowing, some scholarship funds, research grants, 
and teaching grants in the fields of cancer, heart and mental 
health from the National Institutes of Health. 

In his special Health Message of 1956, President Eisen- 
hower asked for Congressional authority “to assist in construc- 
tion of research and teaching facilities for schools of medicine, 
osteopathy, public health, and dentistry and other research 
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institutions”. However, the Health Research Facilities Con- 
struction Act passed by Congress in July of 1956 did not include 
provision for assistance in the building of teaching facilities. In 
1957—and again last January—the President renewed his request 
to the Congress for legislation which would add funds for 
teaching facilities to those already provided for research fa- 
cilities. 

The need is further confirmed in the Second Annual Report 
of the Surgeon General of the Public Health Service prepared 
in consultation with the National Advisory Council on Health 
Research Facilities which recommends as follows: 

We are convinced that if we in America are to get on with the 
problems of expanding health research and of improving the health of the 
‘American people, the artificial separation of education and research 
should be dropped and aid given for both. Hence, it is our recommenda- 
tion that legislation be enacted to authorize a program for construction of 
facilities for the training of personnel in health-related fields, as well as 
for construction of health-research facilities. It is further recommended 
that the programs be administered as one, with review and advice by one 


Council. 
The colleges are unable to obtain funds necessary to replace 


outmoded facilities and equipment and make essential expan- 
sions. When the pending legislation is enacted it should furnish 
the necessary stimulus to contributors to do more and to interest 
additional donors. 

We appreciate your consideration and we would be obliged 
if you will incorporate this letter in the record of the hearings. 


Very truly yours, 
[Signed] C. D. Sworr, D.O. 


Chairman 


Medical items survey for survival 


> The Public Health Service is conducting a survey 
of the Nation’s present supply of medical items which 
would be essential to survival following nuclear attack. 

The survey, which is being made with the coopera- 
tion of the pharmaceutical industry, is in progress in 
more than 700 wholesale drug houses, surgical supply 
firms, and chain drug store warehouses. 

The survey is part of the program of the Office of 
Defense Mobilization to determine the availability of 
essential medical products to the domestic population in 
the event of national emergency. Also participating in 
the program are the Business and Defense Services 
Administration of the Department of Commerce, the 
Federal Civil Defense Administration, and the Depart- 
ment of Defense. 


Nurse traineeship conference 


> A national conference to evaluate the Professional 
Nurse Traineeship Program will be held in Washington 
August 13-15, Surgeon General Leroy E. Burney, of 
the Public Health Service, has announced. 

The Surgeon General said that Dr. John Millett, 
President of Miami University, Oxford, Ohio, has 
agreed to serve as chairman of the conference. 

The traineeship program, inaugurated in 1956, pro- 
vides financial aid to graduate nurses preparing for 
teaching or administrative positions in nursing. During 
the past two years, 1,387 traineeships have been award- 
ed through sixty schools of nursing and public health. 
Funds appropriated by the Congress so far total $5 
million. 

About eighty recognized authorities from the fields 
of nursing education, medicine, hospital and public 
health nursing service, hospital administration, educa- 
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tion, and public health administration will participate in 
the conference. 

They will review information now being collected 
from hospitals and schools of nursing, and determine 
the extent to which the traineeship program has helped 
meet the acute need for trained administrators and 
teachers of nursing. 


VA hometown medical program 


> Veterans Administration proposes to replace formal 
contracts with State medical and osteopathic associa- 
tions for its hometown medical program by informally 
negotiated agreements with the associations, beginning 
July 1, 1958. 
__ The hometown program affords veterans with serv- 
ice-connected disabilities free choice of physicians in 
areas where VA medical facilities are not available. 
Chief medical officers of VA regional offices will 
meet with officers of state and territorial medical and 
osteopathic associations to establish mutually acceptable 
fee schedules for the hometown program. 


PHS air pollution conference 


P Dr. Leroy E. Burney, Surgeon General of the Pub- 
lic Health Service, has announced that a national con- 
ference on air pollution, first of its kind, will be held 
in Washington, D. C., November 18-20, 1958. It will 
involve a full-scale review of current knowledge about 
the causes and effects of community air pollution, Dr. 
Burney said. 


Bills in Congress 


> H.R. 11414—Mr. Rhodes, of Pennsylvania. 
Amends Public Health Service Act to earmark funds 
for a 2-year program of assistance for teaching of pub- 
lic health in schools of public health, the ratio of assist- 
ance between the institutions to be based on the relative 
proportion of Federal trainees. Passed House. 

H. R. 11839—Mr. Wright, of Texas. Extends 
Hill-Burton program to institutions for the mentally 
retarded. 

H. R. 11891—Mr. Magnuson, of Washington. 
Provides additional income tax exemption for taxpayer 
if he or his spouse is a student and not a dependent of 
another taxpayer. 

H. R. 11902—Mr. Blatnik, of Minnesota. Com- 
munity Facilities Act of 1958. 

H. R. 11913—Mr. Roberts, of Alabama. Medical 
and Dental Research and Teaching Facilities Act of 
1958. Defines medical school as “a school (A) which 
provides training leading to a degree of doctor of medi- 
cine or osteopathy or a graduate degree in public health, 
and (B) which is approved or accredited before the 
date of enactment of this title by a recognized body or 
bodies approved by the Surgeon General.” 

H. R. 11950—Mr. Teague, of Texas. Amends 
National Science Foundation Act to provide scholar- 
ships and fellowships for engineering and science stu- 


dents. 
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H. R. 11960—Mrs. Knutson, of Minnesota. Om- 
nibus Education Act of 1958. Includes proposed amend- 
ment to Public Health Service Act in order to establish 
a school health program of $200 million per year for 
10 years through grants to State health authorities 
under State plans. School health programs would be 
directed at ““( A) providing medical, dental, and mental 
health services to schoolchildren, (B) establishing with- 
in the State area school health clinics and mobile clinics 
for rural areas, and (C) combating health problems 
prevalent among schoolchildren.” 

H. R. 12007—Mr. Coad, of Iowa. Amends Social 
Security Act to waive certain time requirements for 
disability insurance benefits and disability freeze. 

H. R. 12023—Mr. Fogarty, of Rhode Island. Sci- 
ence and Mathematics Act of 1958. 

H. R. 12033—Mr. Libonati, of Illinois. Same as 
so-called Forand bill (H. R. 9467) to provide insurance 
against hospital, nursing home, and surgical service for 
OASDI beneficiaries. 

H. R. 12035—Mr. Libonati, of Illinois. Small 
Business Tax Adjustment Act of 1958 amends Internal 
Revenue Code to permit deduction for amounts paid as 
retirement deposits. 

H. R. 12042—Mr. Libonati, of Illinois. Amends 
Internal Revenue Code to remove restriction of deduc- 
tion for medical expenses to those exceeding 3 per cent 
of gross income. 

H. R. 12050—Mr. Libonati, of Illinois. Social Se- 
curity Amendments of 1957. 

H. R. 12051—Mr. Libonati, of Illinois. Estab- 
lishes Bureau of Older Persons within the Department 
of Health, Education, and Welfare. 

H. R. 12100—Mr. Rhodes, of Arizona. Relates 
to Public Health Service provision of sanitation facili- 
ties and services for Indian homes, communities, and 
lands. 

H. R. 12127—Mr. Matthews, of Florida. Au- 
thorizes Federal grants-in-aid through National Science 
Foundation to assist the States to provide adequate fa- 
cilities for advanced education and research in science, 
mathematics, and engineering. 

H. R. 12133—Mr. Thomson, of Wyoming. Same 
as H. R. 12100. 

H. R. 12173—Mr. Patterson, of Connecticut. 
Same as H. R. 12033. 

H. R. 12174—Mr. Patterson, of Connecticut. 
Amends Internal Revenue Code to provide a tax incen- 
tive for the employment of older persons. 

H. R. 12177—Mr. Udall, of Arizona. Provides 
grants to the States to expedite the use of television fa- 
cilities in public schools and colleges, and in adult train- 
ing programs. 

H. R. 12187—Mr. Clark, of Pennsylvania. Com- 
munity Facilities Act of 1958. Authorizes Housing and 
Home Finance Agency to make loans to public facilities 
and nonprofit hospitals, the hospital loans to be for con- 
struction projects consistent with State Hill-Burton 

lan. 
, H. R. 12240—Mr. Quie, of Minnesota. Amends 
Social Security Act to increase to $3,000 a year the 
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amount of outside earnings permitted without deduc- 
tions from benefits under OASDI. 


H. R. 12300—Mr. Santangelo, of New York, 
Same as H. R. 12033. 

H. R. 12308—Mr. Fulton, of Pennsylvania. Ex- 
tends education benefits to veterans whether or not they 
serve during a period of war or of armed hostilities. 


H. R. 12327—Mr. Addonizio, of New Jersey. 
Amends Housing Act of 1950 to authorize loans to edu- 
cational institutions for the construction, rehabilitation, 
alteration, conversion, and improvement of classroom 
buildings and other academic facilities. Limited to col- 
leges offering at least a 2-year program of higher edu- 
cation, public or nonprofit. 


H. R. 12331—Mrs. Knutson, of Minnesota. To 
require the Surgeon General of the Public Health Serv- 
ice to undertake a special research program with respect 
to cystic fibrosis. 


S. 3606—Mr. Proxmire, of Wisconsin. To provide 
financial assistance to the States for educational pur- 
poses by returning to the States a portion of the Fed- 
eral income taxes collected therein. 

S. 3609—Mr. Johnson, of Texas (for himself and 
Mr. Bridges, of New Hampshire). To provide for 
research into problems of flight within and outside the 
earth’s atmosphere. 

S. 3646—Mr. Humphrey, of Minnesota. Similar 
to so-called Forand bill (H. R. 9467) to provide insur- 
ance for costs of hospital and nursing home service for 
OASDI beneficiaries. Does not include medical and 
surgical services, as does Forand bill. 

S. 3685—Mr. Yarborough, of Texas. Provides for 
increased Federal financial participation in State pro- 
grams of public assistance established under the Social 
Security Act. 

S. 3690—Mr. Anderson, of New Mexico (for 
himself and Mr. Langer, of North Dakota). Amends 
Public Health Service Act to make grants for the detec- 
tion and control of diabetes. 

S. 3699—Mr. Langer, of North Dakota. Amends 
Hill-Burton Act to include clinics having contractual 
affiliation with nonprofit hospitals approved for intern 
or resident training. ; 

S. 3700—Mr. Langer, of North Dakota. Estab- 
lishes United States Commission on the Aging and 
Aged. 

S. 3701—Mr. Langer, of North Dakota. To estab- 
lish a Federal Agency for the Handicapped. 

S. 3707—Mr. Kefauver, of Tennessee (for him- 
self, Mr. Hennings, of Missouri, and Mr. Langer, of 
North Dakota). Establishes an Inter-Agency Youth 
Rehabilitation and Conservation Committee. 

S. 3708—Mr. Kefauver, of Tennessee (for him- 
self, Mr. Hennings, of Missouri, and Mr. Langer, of 
North Dakota). Authorizes the Secretary of Health, 
Education, and Welfare to provide for the training of 
qualified personnel for work in various fields involving 
the prevention, treatment, and control of juvenile de- 
linquency. 

S. 3713—Mr. Clark, of Pennsylvania, and fifteen 
others. Amends Housing Act of 1950 to authorize loans 
to educational institutions for the construction, rehabili- 
tation, alteration, conversion, and improvement of class- 
room buildings and other academic facilities. Limited 
to colleges offering at least a 2-year program of higher 
education, public or nonprofit. 

S. 3724—Mr. Magnuson, of Washington. To pro- 
vide medical care for any person employed or engaged 
on board a vessel in the care, preservation, or naviga- 
tion of such vessel. 
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S. 3727—Mr. Purtel, of Connecticut. Amends 
Public Health Service Act to clarify functions of Sur- 
geon General with respect to international health ac- 


tivities. 
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Modern medical 
scholarship-loan bill 


> The need for increased numbers of physicians in 
most states is an acknowledged fact, particularly in 
rural areas. Efforts to encourage young men and 
women to become physicians and surgeons are being 
made by professional organizations, state governments, 
and civic groups. Their efforts are hampered however 
by the increasing cost of professional training. Many 
persons who want to attend osteopathic colleges are un- 
able to meet the demands of tuition and related ex- 
penses for the years required for professional training. 

In most states, therefore, interest is being dis- 
played in a scholarship-loan plan. This would enable 
state governments to help professional and private or- 
ganizations in their efforts to make a professional 
education possible for an increasing number of resi- 
dents within the state. 

Presented here is a model medical scholarship-loan 
bill which has been drafted to serve as a basis for such 
a proposal in the various states. It incorporates basic 
provisions for a medical scholarship-loan bill and can 
be altered to conform to particular state statutory re- 
quirements. 

To avoid the establishment of a new state govern- 
mental agency to administer such a program, it is sug- 
gested that existing professional licensing boards ad- 
minister to the proposed programs. These boards should 
be able to administer efficiently loans or scholarships, 
since their members are especially qualified to advise 
applicants. 

A copy of the model medical scholarship-loan bill 
follows: 


MODEL MEDICAL SCHOLARSHIP-LOAN BILL 
A BILL FOR 


An Act, designating the State Board of .........-.-....--------+--- Ex- 
aminers to administer this Act, providing for scholarship-loans 
to qualified residents of the state who express an interest in pre- 
paring for the lawful practice as physicians and surgeons, D.O. 
in this state, and making an appropriation therefor. 

Be it enacted by the Legislative Assembly of the State of 


Section 1. The State OE Examiners 


shall: 
1. Grant scholarships or loans to students studying for or 
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S. 3771—Mr. Langer; of North Dakota. Amends 
public assistance provisions of the Social Security Act 
to enable States to establish more adequate general as- 
sistance program. 
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training to become physicians and surgeons, D.O. as provided in 
this Act; and 

2. Make rules and regulations and establish standards, re- 
quirements, and procedures in administering this Act which will 
encourage the study of osteopathic medicine and surgery and 
the practice thereof in this state. 

Section 2. A person shall not be selected for scholarship- 
loan hereunder unless he is a resident of the State of -.............-...-. 
a graduate of an accredited high school, has completed at least 
two years of college or university instruction in the liberal arts 
and sciences, has made his intent to study osteopathic medicine 


and surgery known to the State Board of .........-.....--- Examiners, 
and has filed a suitable application for such a scholarship or 
loan with the State Board of .....................--- Examiners. 


Section 3. Upon the granting of a scholarship and the ac- 
ceptance thereof, the recipient shall be entitled to the sum of 
$1,000.00 or as much thereof as is necessary and is approved by 
the State Board Of ncn Examiners for the cost of 
tuition, books and other educational expenses in a college or 
hospital approved by the Board. The scholarship payments shall 
be given only to regularly enrolled students taking the courses 
and subjects in a four-year course at a school or college regu- 
larly accredited by the American Osteopathic Association and 
approved by the Board, leading to the degree of doctor of os- 
teopathy, who have declared their intent to enter the practice 
of osteopathic medicine and surgery in this state for at least 
four years subsequent to the date of graduation from such 
school or college. The Board is authorized to make scholarships- 
loans to graduates of approved colleges in a similar sum to 
cover the expenses of a doctor undergoing an internship in an 
approved hospital. This intern scholarship-loan may be used to 
help cover living and family expenses as needed. At the com- 
mencement of the course of study the State Board of .................... 
Examiners shall certify to the State Treasurer the name of 
each recipient approved for a scholarship and the State Treas- 
urer shall pay the amount of the scholarship through the regis- 
trar of the school, college or hospital in which the recipient is 
enrolled or serving as an intern. Each recipient of a scholarship 
shall sign and execute notes to the State Treasurer, for the 
amount of such scholarship. Each such note shall bear interest 
at the rate of two percent per annum and shall become due and 
payable with accrued interest seven years after the date of 
issue, except as otherwise provided in this Act. 

Section 4. If a scholarship-loan recipient, before the indi- 
vidual promissory notes provided for in this Act become due, 
has satisfactorily practiced for a period of one or more years 
in a rural area of the state which shall for the purposes of this 
Act be defined to be in a city or village of less than -................... 
population, or in any unincorporated area more than ten miles 
from any city or village with a greater population, then the 
notes and accrued interest thereon shall be cancelled by apply- 
ing each full year of rural practice as payment for one note to 
a total of five years and five notes. The Board may extend the 
due date of the notes in extenuating circumstances in order to 
give a scholarship-loan recipient a reasonable opportunity to 
retire the notes by entering rural practice within this state for 
the period of five years. In the event of death of the recipient 
or total disability, the notes and accrued interest shall be can- 
celled. Total disability may only be established by a medical 
certificate of total disability prepared by three disinterested 
physicians and surgeons, one of whom shall be designated by 
the Board, one by the scholarship-loan recipient, and one by the 
State Treasurer. The fact that a recipient is under twenty-one 
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years of age shall not invalidate any obligation signed by such 
person and all contracts, notes, agreements and other papers and 
documents signed by a recipient shall be legal, valid, binding and 
enforceable to the same extent as if said recipient had already 
attained the age of twenty-one years or more, nor shall the 
statute of limitations apply to such contracts, notes, agreements 
or other papers or documents. 

Section 5. There is hereby appropriated out of the general 
fund, the sum of (G.................... ) per year or whatever portion 
thereof as may be necessary for the purpose of issuing such 
scholarships and for the administration of this Act. The State 
Examiners shall report annually to the 
Governor in writing on the administration of this law with 
copies to the State Auditor, and the presiding officers of the 
House and Senate. 


Medicolegal problems 


Hospital records.—In a personal injury action, the 
plaintiff objected to the admission in evidence of hos- 
pital records offered by the defendant on the ground 
that the records were typed and not in the handwriting 
of the intern who had prepared and signed them. Held. 
Hospital records are not required to be in the handwrit- 
ing of the intern, if he can testify that in examining the 
plaintiff at the hospital he took notes, dictated the his- 
tory, and then checked, corrected, and signed the typed 
history. It then became a permanent record of the hospi- 
tal. Ptasinski v. Chicago Transit Authority, 147 N.E. 
2d 411 (1958) 


Privileged communications.—A defendant in a per- 
sonal injury suit sought a court order authorizing the 
defendant to examine the clinical records of the plain- 
tiff, applicable to care of Veterans Administration hos- 
pitals in three states and the local hospital and doctors’ 
records in South Carolina, the state in which the suit 
was filed. Held. The regulations of the Veterans Ad- 
ministration provide that if a veteran refuses to consent 
to an inspection of the records, a State Court may order 
their production in cases where “the disclosure of the 
records is necessary and proper to prevent a fraud or 
other injustice.” The Administrator of Veterans’ Af- 
fairs is permitted by federal law to make disclosure ‘in 
all other judicial proceedings” when, in his judgment, 
disclosure is deemed necessary and proper. Therefore, 
the trial court order permitting the defendant to ex- 
amine the clinical records in the Veterans Administra- 
tion hospitals was proper. Likewise, an order applicable 
to hospital and doctors’ records in South Carolina 
would not be subject to any privileged communications 
rule since South Carolina has always followed the com- 
mon law rule that no such privilege exists. South Caro- 
lina is not one of the states which has enacted a statute 
making communications between physicians and patient 
privileged. Peagler v. Atlantic Coast Line R. Co. (So. 
Car.) 101 S.E. (2d) 821 (1958) 


Expert testimony.—In a malpractice action, the 
defendant osteopathic physicians sought to have exclud- 
ed from admissible evidence the testimony of two doc- 
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tors of medicine on the ground that negligence can only 
be proved by a doctor of the same school of practice as 
the defendants. Held. The testimony was admissible. 
If the methods, training, and dangers incident to the 
operation in question are common to both schools of 
medical practice and equally recognized, then physicians 
of both schools of medicine may testify, for there is one 
standard of care thus established referable to surgeons, 
both osteopathic and allopathic. Miles v. Meadows, 
(Texas), 309 S.W. (2d) 284 (1958) 


Statute of Limitations.—A claim against the estate 
of a deceased doctor was filed by a former patient 
alleging injuries from malpractice. The claim was not 
filed within the 6-month period prescribed by the Pro- 
bate Act, but within the l-year period prescribed by 
the applicable statute of limitations for injuries caused 
by the wrongful act or neglect of another. Held. The 
claim was dismissed since the provisions of the Probate 
Act controlled. The traditional 6-month period for 
the filing of claims includes the type of claim here in- 
volved. The patient could not, therefore, maintain the 
claim against the estate of the deceased doctor. The 
statute prescribing a l-year period for filing an action 
in malpractice, starting at the date of the discovery of 
the wrongful act or the date when, by the exercise of 
reasonable diligence, the plaintiff should have discov- 
ered it, does not apply. Hurlimann v. Bank of America, 
297 P. 2d 682 (1956) (California). 


Revocation of License-—A doctor filed a writ of 
prohibition to restrain the board of medical examiners 
from revoking his license for having directed harshly 
critical language at three other doctors practicing in the 
county, and at the entire local medical profession. The 
charge filed against the doctor by the board was “un- 
professional conduct.” Held. Such conduct does not 
constitute unprofessional conduct under the Act. It 
has never been held that public health, safety and 
morals require protection against criticism of the 
medical profession as a whole, no matter how harsh 
the terms in which such criticism is expressed. The 
common sense and sound judgment of the public in its 
reaction to unwarranted or unjust criticism of doctors 
affords a far better protection than the one sought here 
by the board of medical examiners. Boswell v. Board 
of Medical Examiners, 293 P. 2d 424 (1956) (Ne- 
vada). 


Bureau of Business Affairs 
TRUE B. EVELETH, D.O. 


Chairman 


Student loan fund, finance 
committees meet 


>» Two of the A.O.A. committees meeting in Central 
Office before the National Convention have one thing 
in common—the distribution of Association funds. 
On Wednesday, May 21, the Committee on Student 
Loan Fund completed its business for its fiscal report 
to the House of Delegates and Board of Trustees in 
July. The Committee on Finance, meeting on June 21, 
once more tackles its monumental responsibility of pre- 


Journat A.O.A. 


A.O.A. Student Loan Fund Committee holds its 
spring meeting in Central Office Headquarters to 
wind up business for the fiscal year and to con- 
sider loans for the year to come. 

Committee members, who grant from 90 to 100 
loans annually to students in osteopathic colleges, 
are, left to right: Dr. K . Thompson, Miss 
Dorcas Sternberg, secretary; Walter A. Suberg; 
Dr. Robert N. Evans, chairman; and Dr. Lloyd R. 
Wood. 


paring a budget that will apportion Association income 
best to serve Association interests. 

With Dr. Robert N. Evans presiding, the student 
loan committee will go through its final stack of folders 
for 1957-58—each folder the story of an osteopathic 
college upperclassman who needs financial help. When 
the meeting closes Dr. Evans and his committee mem- 
bers Drs. K. R. M. Thompson and Lloyd R. Wood, 
A.O.A. Business Manager Walter A. Suberg and Miss 
Dorcas Sternberg, Assistant to the A.O.A, Executive 
Secretary, will have brought the year’s total of first and 
second loans close to a hundred. Miss Sternberg is also 
the Fund’s secretary. 

The loan fund was established in 1931 to aid 
students caught in the great depression. The Christmas 
seal campaign, started at the same time, was its pri- 
mary support. In the first year six loans were made, 
one to a student in each of the six colleges. At the end 
of this year, the fund will have helped a total of 675 
students—one out of every twenty osteopathic physi- 
cians now in the field. At present, one out of every 
— upperclassmen in osteopathic colleges is being 
aided. 

The fund’s three principal sources of support are 


The duties of physicians 
to each other* 


> Article IV of the Code of Ethics deals largely with 
relationships between doctors in connection with emer- 
gency care, services during the absence of the patient’s 
own family physician, and professional indiscretions. 
An important factor in the rendering of medical 
care is the relationship of trust and confidence which 
exists between the patient and the attending physician. 
*This is the tenth in a series of short‘articles on the meaning of 
ethical standards as applied to the practice of osteopathy; the first three 
were published in the July, August, and September 1957 issues of THE 
Forum or Osteorpatuy. Subsequent articles have been published in Tue 
Journat, beginning with the December 1957 issue. The A.O.A. Com- 
mittee on Ethics and Censorship strongly urges the reprinting of these 


articles, wholly or as excerpts, as they appear from month to mouth. In 
all cases, wording should not be changed but reprinted verbatim. 
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repaid loans, Christmas seal proceeds, and gifts. Dr. 
Edgar W. Culley of Australia, recently honored by the 
A.O.A. for his osteopathic philanthropies, has been the 
fund’s most generous donor. The proud boast of the 
committee is that no loan has ever been written off as 
uncollectible. It is Committee conviction that this has 
been due to the zealously kept recrods—long the work 
of Miss Florence C. Norton, assistant to the Treasurer 
—and to the sense of personal gratitude on the part of 
the loanees. 

Dr. Hobert C. Moore is chairman of the Commit- 
tee on Finance. Serving with him are Drs. Robert D. 
McCullough, Carl E. Morrison, George W. Northup, 
Russell M. Husted, and Roy J. Harvey, with Executive 
Secretary True B. Eveleth and Treasurer Kenneth L. 
Ettenson acting as consultants. Facing them is the 
task of reviewing and appraising the Association’s span 
of activities, judging their budgetary requirements in 
relation to Association income, and of preparing a 
tentative budget to present to the Board and House 
in Washington in July. 

Association income is derived principally from 
dues, advertising, and the sale of literature. It totals 
close to a million dollars annually. 


No comments or remarks are as likely to disturb this 
relationship, so necessary to high quality care, as those 
of another physician. Doctors, therefore, must be ex- 
tremely careful in cases where, for one reason or an- 
other, they temporarily take over the care of the patient 
of another doctor. During this period, extreme caution 
and reserve should be observed to make certain that the 
patient does not lose respect for and confidence in his 
own doctor, : 
When emergencies or the absence of the attending 
physician necessitates the services of a doctor other 
than the family physician, the doctor taking over should 
observe every formality. He should conduct all discus- 
sions with the greatest of tact. Seldom is the new doc- 
tor in a position to evaluate completely the needs or 
demands of the patient. Remarks or comments, there- 
fore, regarding previous care are based upon incom- 
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plete information. If the new doctor needs further 
information, he should seek it from the previous physi- 
cian rather than from the patient, who may not have 
fully understood or appreciated the nature and demands 
of his previous illness. Irresponsible or careless damag- 
ing insinuations against any doctor are to be avoided. 

When a doctor takes over a case temporarily he 
should relinquish it as soon as the regular doctor re- 
turns. The patient should not be made to choose be- 
tween his own physician and the new doctor. Rather, 
the second doctor should appreciate, as he does in his 


own practice, that such situations are temporary. A 
patient has a right to expect this standard among pro- 
fessional men. 

When diversity of opinion arises between physi- 
cians, the problem should be referred either to the 
ethics or the grievance committee of the divisional so- 
ciety, whichever has been designated to handle such 
situations. Nothing but harm can come from a public 
display of comments or criticisms by one doctor con- 
cerning another. Reserve should be maintained by the 
physician toward the public to prevent such misunder- 
standings. Ethics or grievance committees are qualified 
to adjust the differences between physicians. They un- 
derstand professional and scientific relationships, and 
problems involved in patient care. Since the public 
could not possibly serve as an arbitrator of such prob- 
lems, public comment concerning differences can lead 
to loss of professional respect. It is at such times that 
emotions become involved. No group should know bet- 
ter than a professional one that the only satisfactory 
solution to controversy lies within its own membership. 


Staff travels 


>» Spring conventions of divisional 
societies throughout the country 
kept a sizable segment of the 
Headquarters Staff on the move 
through late April and May. Di- 
rector of Education Lawrence W. 
Mills and Christmas Seal Direc- 
tor Ann Conlisk attended the 
April 25-26 meeting of the Illinois 
Osteopathic Association, held at 
the Palmer House in Chicago. 
Mr. Mills was a speaker on the 
convention’s opening program and 
Mrs. Conlisk spoke briefly at the 
luncheon meetings of the Chicago 
College and Kirksville College 
alumni luncheons. . 
Mrs. Conlisk also attended the 
annual meeting of the Wisconsin 
Association of Osteopathic Physi- 
cians and Surgeons, held April 28 
to 30 at the Wisconsin Hotel, 
Milwaukee. Again she reported 
on the 1957 seal campaign to the 
Auxiliary and to the Chicago Col- 
lege of Osteopathy, Des Moines 
Still College of Osteopathy and 
Surgery, and Kansas City College 
of Osteopathy and Surgery alum- 
ni luncheons. P.&.P.S. Press Rep- 
resentative Otha W. Linton also 
attended the Wisconsin meeting. 
Daniel F. Astrahan, also of the 
Division of P.&P.S., attended the 
Minnesota State Osteopathic As- 
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sociation convention, held in Min- 
neapolis, May 1 to 3. On the 
same dates, Robert A. Klobnak, 
Director of P.&P.S., handled the 
press coverage for the Dallas 
meeting of the Texas Association 
of Osteopathic Physicians and 
Surgeons. 

A.O.A. Executive Secretary 
True B. Eveleth was on the con- 
vention program of the Georgia 
Association of Osteopathic Phy- 
sicians and Surgeons, held May 
12 to 14 in the Dinkler-Plaza Ho- 
tel in Atlanta. Mr. Linton also 
covered this meeting, and went 
from there to the convention of 
the Indiana Association of Osteo- 
pathic Physicians and Surgeons, 
held in French Lick, May 18 
to 20. 

Meetings other than those of 
state associations also were at- 
tended by Headquarters Staff 
members. Business Manager Wal- 
ter A. Suberg and his assistant 
were the guests of Dr. Chester A. 
Swope at the Sunday, April 27, 
meeting of the Local Convention 
Committee, held at the Columbus 
Club, Washington. From there 
they went to New York City on 
general Association business. 
They returned to Central Office 
on May 1. 

Mr. Mills was a speaker at the 
meeting held at the Hotel Belle- 
rive in Kansas City April 28 for 


high school and college counsel- 
ors and faculty personnel spon- 
sored by the Missouri Association 
of Osteopathic Physicians and 
Surgeons. In connection with his 
presentation, Mr. Mills showed 
the film, “The Future is What 
You Make It.” 

Dr. Clyde C. Henry, Director 
of Inspections, and Patricia Guin- 
and, secretary of the Bureau of 
Hospitals, attended the May 19- 
23 meeting of the school for medi- 
cal record librarians in East 
Lansing, Michigan. The school is 
sponsored by the American Oste- 
opathic Hospital Association. Dr. 
Henry spent most of May in 
Michigan, and inspected four of 
the state’s osteopathic hospitals. 


OWVA luncheon 


» A letter has gone out from the 
Central Office to the 4,000 war vet- 
erans within the profession, an- 
nouncing the Convention luncheon 
of the Osteopathic War Veterans 
Association to be held in Washing- 
ton’s Shoreham Hotel on Tuesday, 
July 15. The letter points out the 
service osteopathic veterans can ren- 
der both to their profession and to 
their communities. It urges all vet- 
erans in attendance at the Conven- 
tion to be present at the luncheon 
and business meeting. 


JourNaAL A.O.A. 


A.0.A. mailing piece wins 
national award 


> During April and May, Head- 
quarters Staff put into circulation 
five mailing pieces that are being 
widely acclaimed for the quality of 
their content and design, with one 
of them receiving a national award. 
All are the work of the Business 
Office staff. 

The folder “A Potent Combina- 
tion,” addressed to advertisers and 
advertising agencies, last month won 
a certificate of merit at the Hamil- 
ton Printed Specimen Harvest, an 
annual event of the Hamilton Paper 
Company of suburban Philadelphia. 
According to George Sherwood, the 
company’s advertising manager, the 
award was made for outstanding 
craftsmanship. 

Another release is the “A.O.A. 
1958 Catalog and Price List,” a 
booklet furnishing content and price 
information on Association publica- 
tions, pamphlets and_ brochures, 
professional aids and materials, and 


Winning Hand—Mrs, Eloise A. Kelty, left, and 
Mrs. Ruby B. Hanks, both of Business Office, dis- 
play award winner and other materials put out 
recently by the department. 


audio-visual films and tapes. 

Three other highly styled and pro- 
vocative folders have gone out to 
the profession. “Welcome Senator” 
urges National Convention attend- 
ance, “AOA Dues Notice” is a re- 


minder to members, and “A Com- 
mon Characteristic” is an invitation 
to Association membership. 


Mrs. Watt resigns as 
assistant in advertising 


> Mrs. Bess P. Watt, a member of 
the Central Office Staff for more 
than 12 years, resigned in mid-April 
from her position as advertising 
assistant to the A.O.A. Business 
Manager. 

Mrs. Watt has left Chicago for 
her farm home in The Dells coun- 
try of Wisconsin. There, for the 
next few months at least, she will 
devote her time to her avocations 
of home decoration and gardening. 

Mrs. Watt’s successor is Mrs. 
Delora Onate who received her 
training in journalism from Roose- 
velt College and the University of 
Illinois. She comes to the Associa- 
tion from a position as assistant 
advertising production manager with 
the Maclean-Hunter Publishing 
Corporation of Chicago. 


P.&P.S. PReviews and PRrojects 


P.&P.S. makes ready for Washington meeting 


> When the American Osteopathic 
Association descends upon Wash- 
ington in July, the city’s newspaper, 
television, and radio people will find 
their work made easy. The A.O.A. 
Division of Public and Professional 
Service will be on the job. 

To meet this phase of its respon- 
sibility of informing the public on 
events and developments concerning 
osteopathic medicine, the Division 
has for more than 2 months been 
preparing for the meeting in the 
capital. 

Pre-convention stories are being 
written for the home town newspa- 
pers of officers, trustees, and dele- 
gates. Stories are being prepared 
that will be released to home town 
papers as attendants register. The 
Convention’s scientific papers are 


being reviewed for rewrites in pop-. 


ular style. 

Schedules are being set up with 
the press and with radio and tele- 
vision station personnel for news 
releases, spot announcements, tape 
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recordings, and interviews with pro- 
gram headliners. P.&P.S. headquar- 
ters in the Shoreham Hotel will be 
the clearing house for Convention 
news. On tap will be ready-to-go 
stories on each day’s events. The 
meat of scientific discussions, the 
events for the young people, the 
parties of the Auxiliary—all will be 
grist for reporters, photographers, 
and society editors. 

Action of the official bodies of the 
A.O.A. and the A.A.O.A. will be 
important. sources of information 
for newsmen, particularly as action 
bears directly upon the role of os- 
teopathic physicians and their wives 
in matters of public health. 

Science writers, especially those 
in the Washington area, are being 
invited to the meeting. Interviews 
will be set up for them. As impor- 
tant news breaks, press conferences 
will be arranged. 

During the Convention, as a serv- 
ice both to newsmen and to attend- 
ants, a daily newspaper will be pub- 


lished to carry on the well-received 
innovation of last year’s convention 
in Dallas. The Association’s press 
representatives will be in Washing- 
ton at least a week prior to the 
opening day of the Convention. 
From then on until it closes, P.&P.S. 
will be on the job. 


Headquarters Staff story on 
slides for A.A.O.A. 


>» Working in conjunction with: 
Mrs. V. L. Sharp, chairman on 
program of the Auxiliary to the 
American Osteopathic Association, 
the Division of P.&P.S. has just re- 
leased a series of twenty-six colored 
slides and accompanying script to 
tell the story of the Headquarters 
Staff. 

The slides, although prepared 
primarily for Showing at Auxiliary 
meetings throughout the country, 
will also be provided by either the 
Auxiliary or the A.O.A. for general 
use. 
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> Since last December, the A.O.A. 
Division of Public and Professional 
Service has been quietly working on 
a research project that promises to 
open the way for advancement in 
health agency methods of public ed- 
ucation. 

The project is being conducted by 
the Southern Illinois University at 
Carbondale. The A.O.A., as spon- 
soring agency, is serving in a con- 
sulting capacity. The findings of the 
research, which will not be complet- 
ed until October, will be ready for 
publication, according to P.&P.S. 
Director, Robert A. Klobnak, by the 
end of this year. 

As an A.O.A. representative on 
the National Health Council, Dr. 
William B. Strong, Brooklyn, is a 
member of the NHC Committee on 
Public Health Education. In this 
capacity, he attended a committee 
meeting held in New York City in 
December. Mr. Klobnak was also 
present, representing P.&P.S. inter- 
ests in health education. 

Discussion at the meeting cen- 
tered on the problems of communi- 
cation, the cost of producing educa- 
tional materials, and questions on 


A.0.A. sponsors program to test 
communication methods 


the effectiveness of the three princi- 
pal mass media—newspapers, radio, 
television—in disseminating 
health information. 

Because of the concern of health 
agencies with today’s inadequate 
methods of getting health informa- 
tion across to the public, the A.O.A. 
representatives conceived the idea of 
an A.O.A.-sponsored research proj- 
ect of evaluation of media effective- 
ness. It was felt that the results of 
such a study could be of benefit to 
health agencies and to communities 
everywhere. 

In the weeks that followed the 
New York meeting, the Division of 
P.&P.S., with the approval and 
counsel of Executive Secretary True 
B. Eveleth, developed a four-phase 
program to determine the effective- 
ness of newspaper, radio, and tele- 
vision in providing the public with 
information on a_ specific health 
problem. Submitted to the Decem- 
ber meeting of the Association’s 
Board of Trustees, the “health edu- 
cation study” was given approval 
and support. 


dies and fr 


dal 


The plan was then presented to 
the Southern Illinois University at 
Carbondale as a research project to 
be carried through by the Univer- 
sity’s department of health educa- 
tion. The idea was given the enthu- 
siastic endorsement of University 
President Delyte W. Morris and 
Dean John O. Anderson of the 
graduate school. Conduct of the 
project does not in any way indicate 
approval or disapproval of the 
American Osteopathic Association, 
its methods, or its objectives. Dr. 
Sheldon S. Steinberg, assistant pro- 
fessor of health education of the 
University, was named research di- 
rector, and five students majoring 
in health education were named to 
assist him. Eugene Fitzpatrick, Uni- 
versity statistician, was commis- 
sioned to establish testing percent- 
ages. 

The program as completed by 
representatives of S.I.U. and A.O.A. 
is made up of four phases: 

1. The sampling of a predeter- 
mined number of people in a care- 
fully selected city to test their level 


t treatment for arthritis were aired on a half- 


Home r 


hour television show, a part of the 
ducted by the Southern Illinois University in 
Bill Turner, left, program director of WPSD-TV in Paducah, and 


A.O.A.-sponsored health study, con- 
aducah, Kentucky, in April. 
r. Sheldon 


S. Steinberg, assistant professor of health education at $.1.U., and supervisor 


Team leaders Richard Wigley, left, and Robert Smith, center, plot progress 
with Dr. Steinberg as the testing teams make their calls on 300 Paducah 
citizens to find out what they know about arthritis. Team leaders received 
an hourly wage and credit from $.1.U. for taking part in the study. 


of the research project, were the participants. WPSD-TV devoted close to 
$1,000 worth of public service time to the campaign. 
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of knowledge on a predetermined 
disease. : 
2. The staging of a 3-day media 
campaign, with the city’s newspa- 
5 pers and radio and television sta- 
tions giving intensive coverage to 
information concerning the disease. 
3. The staging of an immediate 
post-test to determine whether or 
not the media campaign has pro- 
duced a significant rise in the level 
of knowledge of the particular dis- 
ease, and, if possible, to determine 
which medium was most effective. 
4. The staging of a second post- 
test after a 6-month interval to 


to 
y at learn how much campaign informa- 
t to tion has been retained. 
rer. Paducah, Kentucky, (population, 
ca- 33,000 was chosen as the city for 
hu- the study. It offered two essential 
sity conditions: It is the home of the 
ind Paducah Junior College, from 
the whose student body the program’s 
the testing teams could be recruited, and 
ate its daily newspaper and television 
the and radio stations are relatively free 
- of metropolitan influence. In addi- 
Re. tion, it is within practical distance 
of S.L.U. 
“a Arthritis was selected as the 
li- 
ng 
to Right: Dr. Steinberg, left, gives final instruction 
: to team leaders at start of survey. Leaders, left 
l- to right, are Eari Edwards, Gary Matteson, For- 
is- rest Ludden, Robert Smith, and Richard Wigley. 
Mr. Smith and Mr. Wigley are graduate assistants 
it- in health education, and the others are health 
education majors. 
yy Below, right: Student team members gather round 
\ Dr. Stein "Y, fourth from right, to receive as- 
° signments. tudents were given permission by 
their dean to participate in study. All were in- 
structed in interviewing methods and were paid 
ia $1.00 an hour for their services. 


| Below: Miss Julie Moorefield, Paducah Junior 

College student, interviews carpenter on porch of 
his home to test the effectiveness of the intensive 
3-day campaign conducted through Paducah news- 
papers and radio and television stations. 
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disease to be studied. Although it is 
the Nation’s number one crippling 
disease, there is a less dramatic 
supply of information about it than 
there is about such diseases as can- 
cer and heart disease. 

The study opened in Paducah on 
Wednesday, April 23. Twenty stu- 
dents of the Junior College called 
on 300 people in their homes and 
asked them a list of questions about 
arthritis. The students were divided 
into five four-member teams, each 
acting under a leader from the 
S.L.U. staff. Each group sampled a 
different section of the city. The 
team leaders were stationed in drug 
stores, gas stations, and restaurants 
to maintain telephone liaison be- 
tween workers and the study’s head- 
quarters, where Dr. Steinberg and 
P.& P. S. Director Klobnak super- 
vised, checked, and plotted progress. 
The students, who had been in- 
structed by Dr. Steinberg, averaged 


better than two interviews an hour. 
They called at specific addresses in 
carefully chosen areas. 

On the following day, the media 
campaign of information opened. 
For 3 days The Paducah Sun-Dem- 
ocrat devoted one-third of its first 
page to articles on arthritis. At reg- 
ular intervals throughout each day, 
WPSD-TV and radio stations 
WKYB and WPAD carried slides, 
films, and spot announcements. 

The Arthritis and Rheumatism 
Foundation of New York City co- 
operated enthusiastically in supply- 
ing materials for the campaign, all 
of the quality essential to the suc- 
cess of the program. The Founda- 
tion, like the A.O.A., is a member 
of the National Health Council and 
is doing outstanding work in rais- 
ing, dispensing, and administering 
funds for research into the cause, 
control and prevention of arthritis, 
rheumatism, and kindred diseases. 


| 
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On Monday, April 28, the student 
teams again interviewed 269 of the 
300 people sampled on the initial 
test, and 188 people who had not 
been previously sampled. The latter 
constituted the control group. Ques- 
tionnaires used in the pre-test and 
post-test were identical, except that 
several additional questions were 
asked on the post-test in an effort 
to identify the interviewee’s source 
of information—newspaper, radio, 
or television. 

A particularly interesting phase 
of the campaign was a motivational 
test. The Paducah Telephone Com- 
pany carried a taped message, to be 
heard by dialing any one of four 
numbers publicized daily by the 
newspaper, radio, and television sta- 
tions. The company kept count of 
the people who were motivated to 
call for additional information on 
arthritis. 


The fourth and final phase of the 
study, the second post-test, is sched- 
uled for October. 

Dr. Steinberg and an IBM statis- 
tician at S.I.U. are establishing a 
procedure for tabulation of the en- 
tire study. The findings will then be 
analyzed. Mr. Philip E. Ryan, ex- 
ecutive director, National Health 
Council, has recommended that the 
study be reported at the NHC clinic 
on health education to be held at 
Princeton, New Jersey, in Septem- 
ber. 

The successful completion of the 
first three phases of the study is due 
to excellent co-operation and to 
months of preparation. There were 
meetings in New York to outline the 
project to the National Health 
Council and the Arthritis and Rheu- 
matism Foundation. university 
had to be located to conduct the re- 
search. There were many meetings 


with University researchers at Chi- 
cago and Carbondale. 

Dr. Steinberg, as research direc- 
tor, made several trips to Paducah 
to work out arrangements with the 
Paducah Junior College. He held a 
planning dinner for media people, 
civic leaders, and city officials to 
gain Paducah’s understanding and 
co-operation. Entirely satisfactory 
arrangements were made with all 
health agencies involved in the proj- 
ect. 

In this, as in similar projects, the 
A.O.A.’s sole interest is to work 
with the National Health Council 
and its member agencies in getting 
more people to understand health 
problems. The Paducah research, 
the first of its kind, should provide 
valid information on the effective- 
ness of present health educational 
methods. The A.O.A. is privileged 
thus to serve the nation’s health 
agencies and the public. In the 
study, no reference is being made to 
the Association as the sponsoring 
agency. 

A complete report of the project 
will be presented in THE JOURNAL 
as soon as the findings are released 
by S.I.U., probably before the end 
of the current year. 


Current Literature 


Evaluation of chlorothiazide (Diuril ) 
in the toxemias of pregnancy 


P IN THE JANUARY 11, 1958, issue of The Journal of the 
American Medical Association, Frank A. Finnerty, Jr., M.D., 
Joachim H. Buchholz, M.D., and John Tuckman, M.D., describe 
a study in which the hypotensive and diuretic properties of 
chlorothiazide were evaluated and compared with those of 
acetazolamide in 144 pregnant women. These patients, 16 of 
whom were hospitalized, had hypertension, edema, albuminuria, 
and other manifestations of toxemia. Chlorothiazide alone was 
given to 85 patients, alternately with acetazolamide to 43, and 
simultaneously with acetazolamide to 16. The average effective 
dose of chlorothiazide was 1 gram orally a day, and diuretic 
response was superior when the dose was halved and given 
twice a day. The average weight loss was 3 to 4 pounds, 
which is considered significant in view of the fact that the 
pregnant patient normally gains weight and that the amount 
of edema in these patients was not great. The fall in arterial 
pressure was often striking after chlorothiazide therapy and 
continued after the initial diuresis. The diuretic and antihy- 
pertensive effects of acetazolamide and chlorothiazide in com- 
bination were superior to those of either drug given alone. 
Chlorothiazide was as effective as acetazolamide in decreasing 
edema and reducing arterial pressure. The lack of toxic effect, 
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except for occasional mild nausea, and absence of drug re- 
sistance despite repeated administration, are true advantages 
of chlorothiazide. Drug resistance has been reported when 
acetazolamide is given continuously for more than a month. 
In addition, chlorothiazide, by effecting fluid and electrolyte 
excretion, significantly enhances the action of antihypertensive 
agents. The authors conclude that chlorothiazide is the ideal 
diuretic for the prevention and treatment of the toxemias of 
pregnancy. 


Surgical correction 
of protruding ears 


© A MODIFICATION OF THE Luckett operation for protruding 
ears is described by John B. Erich, M.D., in the February 19, 
1958, issue of the Proceedings of the Staff Meetings of the 
Mayo Clinic. In a protruding ear, the antihelix is flattened or 
actually concave. It is the aim of this surgical technic to restore 
the antihelix to its normal convexity which, in turn, mechanical- 
ly deflects the ear inward toward the head. First the proposed 
position of the antihelix is outlined with indelible pencil on the 
anterior aspect of the ear, with the line carried into the superior 
crus. Piperocaine hydrochloride containing epinephrine is in- 
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jected subcutaneously on the anterior and posterior auricular 
surfaces for anesthesia and hemostasis. An incision is then 
made in the skin on the posterior surface of the ear just oppo- 
site the proposed position of the antihelix. After exposure of 
the auricular cartilages through the incision the previous pencil 
outline is transferred to the posterior surface of the cartilage 
with a hypodermic needle dipped in methylene blue, so that a 
series of blue dots is produced on the exposed dorsal surface of 
the cartilage. Next, two parallel incisions 3 mm. apart are made 
along the dots and are carried through the full thickness of the 
cartilage. When mattress sutures are used later to bring out 
the antihilex, the strip of cartilage that intervenes between the 
two parallel incisions is pushed forward to produce a well- 
rounded rather than angulated antihelix. The cartilaginous in- 
cisions must extend the entire length of the ear and divide the 
auricular cartilages into two distinct mesial and lateral parts, 
since even a small bridge of cartilage remaining possesses an 
elastic force sufficient to restore the ear to a protruding position. 
It is also important to extend the cartilaginous incisions upward 
into the superior rather than the inferior crus so that the upper 
portion of the ear will not lop over after the operation. Al- 
though the helix must be completely cut across, it is preferable 
to separate the upper portion of the helix from the rest of the 
auricular cartilages by a horizontal incision extending mesially 
to the region where the helix joins the side of the head. Next, 
heavy cotton mattress sutures are put into the cartilages through 
the anterior aspect of the ear and about 3 mm. beyond the cut 
edges of the cartilage. After closure of the skin incision on the 
postauricular surface of the ear, the mattress sutures are firmly 
tied over small rolls of cotton. 


Hypervitaminosis A— 
toxic reaction 


> ALTHOUGH THE TOXIC EFFECT of excess vitamin A in children 
and experimental animals has been increasingly studied and re- 
ported in the last decade, less attention and publicity have been 
given to such cases in adults. Three cases of chronic hypervita- 
minosis A are reported by D. W. Creek, M.D., K. J. McNiece, 
M.D., and L. M. Nelson, M.D., in the February 1958 issue of 
the American Journal of Gastroenterology. In one case a girl, 
16 years old, was given vitamin A for treatment of acne vul- 
garis. She ignored the physician’s instructions to reduce the 
dose and continued to take the original dose for 2 years without 
medical supervision. Alopecia, menstrual irregularities, marked 
anorexia, and epistaxis developed. No laboratory studies were 
possible, but all symptoms ceased with cessation of vitamin A 
intake. In the second case, a 47-year-old man was given vitamin 
A for dermatitis of the legs in December 1951. Since his skin 
was much improved, he continued to take vitamin A until April 
1954. Petechial and ecchymotic hemorrhages into the skin and 
mucous membranes developed but disappeared on discontinuation 
of vitamin A intake. In the third case, a 67-year-old man had 
been given vitamin A by an ophthalmologist. He decided to 
double the amount and took the higher dosage (200,000 units 
daily) for about 6 years before he was seen with a complaint 
of hemorrhagic tendencies. After discontinuance of vitamin A 
intake, he became asymptomatic. 


Control of postoperative vomiting 
with perphenazine (Trifalon) : 
a double blind study 


> A STUDY OF PERPHENAZINE based on a double blind technic in 
610 patients is described by Daniel C. Moore, M.D., L. Donald 
Bridenbaugh, M.D., Eugene G. Van Ackeren, M.D., and Frank 
V. Cole, M.D., in the January-February issue of Anesthesi- 
ology. Numbered boxes, containing 1 cc. ampuls, were prepared 
by the pharmaceutical company. The ampuls in half the boxes 
contained 5 mg. of perphenazine per cubic centimeter of sol- 
vent, and the other half contained the solvent only. The identity 
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of the solution in the ampuls remained unknown to any of the 
hospital staff until completion of the study. No attempt was 
made to select surgical cases, nor were there any changes in 
the use of opiates or other drugs. Children under 12 years 
were excluded. The aniemetic drug or placebo was given intra- 
muscularly immediately before the patient was sent to surgery 
and then every 6 hours for three doses. The dose of perphena- 
zine was 3.75 mg. Of the 304 patients who received perphena- 
zine solution, 19 (6.25 per cent) vomited, and of the 306 who 
received the solvent only, 55 vomited (17.97 per cent). Vomit- 
ing was defined as the emesis of any material measuring 50 cc. 
or more. Those who vomited almost invariably produced 200 
to 500 cc. There were no untoward side effects from the dosage 
of perphenazine administered. 


Fever in myocardial infarction 


P ALTHOUGH A VARIETY of laboratory studies have been used 
extensively as diagnostic aids in myocardial infarction, the 
value of the temperature response is often overlooked. The re- 
sults of a study of the temperature response in 100 proved cases 
of myocardial infarction are presented in the February 15, 1958, 
issue of the New York State Journal of Medicine by Herman 
Tarnower, M.D., David F. Ryan, M.D., Francis T. Rogliano, 
M.D., and Charles A. Bertrand, M.D. Of the 100 patients, 92 
had an elevation of temperature. Of the 8 afebrile patients, 2 
were in shock on admission and died within 24 hours. The tem- 
perature curve was characterized by a latent period of from 
12 to 36 hours and a duration of from 2 to 9 days. In 49 per 
cent of the group the fever lasted for 3 days or less, and there 
were only two cases in which fever lasted longer than 9 days. 
The peak temperature usually occurred within 4 days of the 
onset of fever and usually was less than 103 F. On the basis of 
this study it appears that temperature above 103 F. or possibly 
late occurrence of peak temperature is an ominous prognostic 
sign. The latent period, duration, and peak temperature re- 
sponse coincide well with microscopic evidence of myocardial 
necrosis following acute coronary thrombosis. In cases of myo- 
cardial infarction in which electrocardiographic features are 
lacking or atypical, analysis of the temperature curve may be 
of practical value in making a more accurate diagnosis. 


Intestinal obstruction 


P THE PATHOPHYSIOLOGIC ALTERATIONS caused by intestinal ob- 
struction are reviewed by James M. Winfield, M.D., and Walter 
L. Mersheimer, M.D., in the April 1958 issue of the Surgical 
Clinics of North America. From a clinical standpoint, three 
main types of obstruction are observed: neurogenic, simple 
mechanical, and strangulating. Similar fundamental alterations 
result from neurogenic and simple mechanical obstruction. The 
effects from neurogenic ileus may be as serious as those from 
mechanical obstruction. The extent of the alterations caused by 
obstruction depends on whether obstruction is complete, high or 
low in the intestinal tract, and whether it has been abrupt or 
gradual in onset. The consequences of simple mechanical ob- 
struction are distention, dehydration, and electrolyte imbalance. 
This triad of events explains the mechanism of death in these 
cases. The distention factor causes dilation of the intestine 
above the obstruction, with thinning of the bowel wall and 
atonia of the musculature. The increasing intraluminal pressure, 


dilation of the intestine, and edema compress the intramural’ 


circulation. Compression of the circulation interferes with 
absorption of fluid and gas, thereby increasing distention. In- 
flammatory changes, particularly in the mucosa, resulting from 
edema and ischemia, will cause hypersecretion. Distention im- 
pairs motility of the intestine at and above the site of obstruc- 
tion and, although at first it may lead to increased peristaltic 
activity, will ultimately result in cessation of all peristaltic 
activity. There is little or no evidence to support toxic absorp- 
tion as the major factor in a simple obstruction. The circula- 
tory factor does not play an important role except when a 
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“closed loop” obstruction is present or when an adhesive band 
causes local necrosis. Frequent reappraisal of patients with a 
simple mechanical obstruction is mandatory since the type of 
obstruction may change. This may happen when a case is neg- 
lected or when a secondary torsion about an adhesive band 
produces strangulation. The lethal consequences of strangula- 
tory obstruction are the result of the interference with the 
blood supply to the intestine with or without occlusion of the 
lumen, leading to gangrene, necrosis, perforation, peritonitis, 
and death. Toxic absorption may also become a prominent fac- 
tor in the presence of nonviable bowel even in the absence of 
gross free perforation. When complete obstruction to the lumen 
occurs there is a cessation of the normal forward propulsion of 
the intestinal contents. The effects of simple mechanical ob- 
struction may be relieved by decompression with a long intes- 
tinal tube and judicious replacement therapy with indicated 
fluids and electrolytes. When a vascular type of obstruction is 
present, the interference with circulation of the bowel is rapidly 
followed by loss of viability, leading to strangulation of the 
bowel. Once gangrene of an intestinal segment is present, bac- 
teria multiply rapidly and at this time may invade the bowel 
wall and contribute to its destruction. In this instance, surgery 
becomes urgent and resection of the gangrenous segment im- 
perative. 


The roentgenologic criteria 
for appraising the human back 
as an economic asset or liability 


® ON THE BASIS OF roentgenographic study of 6,010 patients 
over a 14-year period, criteria for employability as regards the 
condition of the lumbosacral spine are reported by George W. 
Henry, M.D., Ivar J. Larsen, M.D., and Steele F. Stewart, 
M.D., in the April 1958 issue of the American Journal of 
Roentgenology, Radium Therapy and Nuclear Medicine. Or- 
dinarily five views are required for such an appraisal, but if 
the roentgenologist is able to examine the wet films critically 
it is possible in 60 per cent of examinations to obtain satisfac- 
tory results with three views: (1) an anteroposterior view of 
the lumbar spine and sacrum that is centered just above the 
iliac crests; (2) an anteroposterior view with the back flattened 
on the table by hip-knee flexion, the knees spread and the cen- 
tral beam angled 20 degrees toward the head, and centered on 
the lumbosacral junction; and (3) an erect lateral roentgeno- 
gram centered over the lumbosacral junction. It must include at 
least the third lumbar vertebra and the upper half of the 
sacrum. Fixation bands are mandatory for roentgenography in 
the lateral view. The fourth and fifth lumbar and first sacral 
segments are of critical importance, and irregularities here are 
of high significance. This is particularly true in younger appli- 
cants, under 30 years of age, in whom every sign of stress, 
wear, and tear is considered significant. The following general 
criteria are used, though sensible medical judgment modifies 
the decision in each: good risk (employable for any job re- 
quiring physical strain or effort), considering normal findings, 
atavistic changes, limbus body, four or six lumbar vertebrae, 
ununited epiphysis of the pars articularis, mild asymmetry of 
the zygapophysial facets, small spina bifida occulta, Schmorl’s 
nodules in upper lumbar spine, transitional lumbosacral verte- 
brae with solid fusion of one or both transverse processes, and 
“increased” lumbar lordosis; fair risk (employable for labor 
but not for repetitious or continued heavy low back work), con- 
sidering appreciable asymmetry of the zygapophysial facets, 
moderate spina bifida occulta, Schmorl’s nodules at the L, or L; 
level, and moderate degenerative changes in the upper lumbar 
spine or small vertebral body spurs in lower areas; poor risk 
(heavy lifting or labor inadvisable), considering spondylodys- 
genesis (spondylolysis) or spondylolisthesis, transitional lumbo- 
sacral vertebrae with transverse process articulations with the 
ala of the sacrum, thin intervertebral disk space at the L.-L; or 
lumbosacral level, marked general hypertrophic degenerative 
changes in the upper spine, or moderate if at the Li, Ls, or S, 
level, and mild if at this lower level in a young applicant, 
wedged vertebra, hemangioma or neoplasm of any form, exten- 
sive spina bifida occulta, “clasp knife” deformity, and combina- 
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tions of other changes, such as asymmetry of zygapophysial 
facets plus degenerative changes, evidence of previous surgery, 
myelography, previous infection, Marie-Striimpell spondylitis, 
systemic disease as osteoporosis, and other gross congenital 
anomalies, such as hemivertebra. 


Unsuspected healed myocardial infarction 
in patients dying 
in a general hospital 


© TO DETERMINE THE INCIDENCE of old healed unsuspected in- 
farcts among patients dying in a county hospital, S. E. Gould, 
M.D., and L. P. Cawley, M.D., reviewed the protocols of 5,000 
consecutive autopsies from 1945 to 1955 inclusive and clinical 
records of all patients found to have infarcts at autopsy. The 
results are presented in the March 1958 issue of the A.M.A. 
Archives of Internal Medicine. The total number of hearts 
with infarcts, whether old, recent, or fresh, was 588 (11.76 per 
cent). On the basis of the total number of persons in each 
group who came to autopsy, the incidence of infarcts among 
white persons (12.8 per cent) was more than twice that of 
Negroes (6.0 per cent). The ratio of men to women with in- 
farcts, among those who came to autopsy, was 1.13:1; of white 
to Negro patients, 2.13:1. The average age of all 588 patients 
with infarcts was 68.2 years. Healed unsuspected infarcts were 
found in 175 patients (3.5 per cent) of all who came to autopsy, 
and constituted 30 per cent of all myocardial infarcts encoun- 
tered at autopsy. This suggests that a myocardial infarct is 
often well tolerated by the patient. Since the average age of 
these 175 patients was 71 years, it is evident that such patients 
may live out their expected life span. Those who had congestive 
heart failure had associated hypertension, and particularly car- 
diac hypertrophy, more often than patients without congestive 
failure. Patients of age 50 or over should be suspected of hav- 
ing an old myocardial infarct if one or more of the following 
conditions exist: hypertension, history or findings of cerebral 
thrombosis or hemorrhage, senility, urinary or fecal incon- 
tinence, diabetes mellitus, arteriosclerotic gangrene of feet, vas- 
cular lesions of eyegrounds, or hypothyroidism. It is believed 
that electrocardiograms made with multiple unipolar chest leads 
would have revealed the infarction in the 175 patients with old 
healed infarcts. 


Pancreatitis 


> A REPORT ON 371 patients with pancreatitis, part of a 5-year 
survey of 561 cases diagnosed as nondiabetic disorders of the 
pancreas in Los Angeles County Hospital, is presented by 
George K. Wharton, M.D., and Leigh E. Sloan, M.D., in the 
March 1958 issue of the American Journal of Gastroenterology. 
Pancreatitis is most frequent during middle age. It is uncom- 
mon in the first 2 decades of life, except as a complication of 
mumps. In this study there were approximately 16 per cent 
more males than females affected. Little difference was found 
in symptomatology between acute and recurrent pancreatitis. 
Patients with recurrent attacks on the whole recognized their 
complaints and were hospitalized early; however, patients with 
chronic pancreatitis had few symptoms relative to the disease 
and most cases were discovered at surgery or autopsy. Ab- 
dominal pain was the most constant complaint, occurring in 
about 90 per cent of patients with acute and recurrent pan- 
creatitis. Only 41 per cent of those with chronic pancreatitis 
complained of pain. The pain was most often in the upper 
abdomen and sometimes radiated to the back, chest, flanks, or 
lower abdomen. The character of complaints and particularly 
the type of pain often led to an erroneous admitting diagnosis 
of peptic ulcer or gallbladder disease. The degree of pain de- 
pended on the degree of pathology and on the involvement of 
the tissues and other viscera adjacent to the pancreas. Morphine 
actually accentuates the pain of pancreatitis rather than reliev- 
ing it as was formerly thought. 
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Vomiting was the second most frequent complaint, and 
abdominal tenderness was present in about 60 per cent of all 
cases. Jaundice was present in about 11 per cent of cases. There 
were 19 cases of the severe form of chronic pancreatitis. All 
were diagnosed at surgery or postmortem. Associated conditions 
were alcoholism in 9, gallbladder disease in 7, liver disease in 8, 
syphilis in 2, cancer of pancreas in 1, and cardiovascular disease 
in 3. Chronic pancreatitis is an indefinite clinical and pathologic 
condition that may account for vague abdominal dyspepsia, 
weight loss, and diarrhea, or may be overshadowed by other 
conditions. It is often associated with liver damage, biliary 
tract disease, chronic diarrhea, and diabetes mellitus. 

The study indicated that, while biliary tract disease may be 
a causative factor, it does not account for all the cases of pan- 
creatitis. The incidence of liver damage in the patients in this 
study was too high for coincidental occurrence and indicates the 
importance of liver studies in all cases of pancreatitis. It was 
not possible to establish a conclusive causal relationship between 
alcoholic intake and pancreatitis. There were 25 (12.2 per cent) 
peptic ulcers in the acute cases and 8 (6.3 per cent) in the 
recurrent cases of pancreatitis. There were 20 cases of mumps 
with evidence of pancreatitis. There was evidence suggesting 
that in pancreatitis occurring during pregnancy obesity and 
cholecystic disease are added factors, but that the pregnancy itself 
seems to be an additional causative factor. Trauma to the ab- 
domen may cause damage to the pancreas, although symptoms 
may not appear for several days. Pancreatic damage should be 
considered in all patients with abdominal injury. The frequency 
of positive serologic tests for syphilis was about twice as high 
as for general admissions, or 8 per cent. In diagnosis, concur- 
rent and repeated determinations of serum amylase and urinary 
diastase are important. A serum amylase level of over 100 
units points to pancreatitis, and a level over 300 is positively 
diagnostic. 


Care of the infant 
with congenital subluxation 


of the hip 


P IN THE FERRUARY 15, 1958, issue of the Journal of the Ameri- 
can Medical Association, Paul C. Colonna, M.D., discusses con- 
genital subluxation of the hip on the basis of the records of 45 
infants with clinical or roentgenographic evidence of congenital 
dysplasia of one or both hips. There were 7 infants with dislo- 
cation and 38 with subluxation. All infants were under 18 
months of age; 35 were 6 months old or younger, and 10 were 
between 6 and 18 months old. Although the characteristic fea- 
tures of subluxation in infants are well known, it should be 
remembered that these signs alone are not pathognomonic. Ab- 
sence of the Ortolani “click” in otherwise definite cases of 
subluxation does not rule out subluxation. In this study associ- 
ated congenital stigmata were frequent, particularly metatarsus 
adductus of one or both feet and calcaneovalgocavus and cal- 
caneus, though delivery of the infant had been normal in most 
cases. Almost all the children had pronation of the feet. In 
treatment, gradual abduction was used, with a splint devised 
by Carruthers and modified by Freiberg. The essential feature 
is that of forcing the femoral head deep into the socket and 
retaining it against the floor of the acetabulum, permitting the 
adequate roof to develop when relieved of the head pressure 
against the limbus. The time required for this varied from a 
few months to as long as 24 months in one case. Of the 38 
patients with subluxations, all but 2 had functionally and ana- 
tomically normal hips after treatment. The author concludes 
that surgery is practically never indicated in the child under 1 
year old and that early infancy is the “golden age” for restora- 
tion of normal function and anatomic configuration. 


Occult fractures 


WHEN THE CARDINAL SIGNS of fracture are present, the re- 
sponsibility for diagnosis lies with the clinician, and the roent- 
genogram is only an aid to diagnosis, according to Rudolph S. 
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Reich, M.D., and Norman J. Rosenberg, M.D., in the February 
8, 1958, issue of the Journal of the American Medical Associa- 
tion. Painful limitation of motion, point tenderness, and swell- 
ing, often with ecchymosis and a history of injury, are sufficient 
for a diagnosis. In joint fractures the presence of fat droplets 
in the hemarthrosis is pathognomonic. Fractures of the head or 
neck of the radius are among the commonest occult fractures, 
and they occur as a result of a fall on the outstretched arm. 
There is a history of painful limitation of motion, tenderness 
and swelling over the head of the radius, and, occasionally, 
tenderness in the cubital or olecranon fossa. To rule out frac- 
ture of the head of the radius, it is often necessary to take 
roentgenograms of this area with the forearm rotated in many 
positions. Undisplaced fractures of the neck of the femur are 
sufficiently common that they should be suspected when there 
is painful limp, usually following a misstep and accompanied 
by local tenderness and limitation of motion of the hip. Great 
numbers of undisplaced fractures remain undiagnosed because 
the suspected area is not properly centered on x-ray films. The 
clinician should outline the site of maximum tenderness and 
swelling for the technician. The reparative process in occult 
fractures often does not stop until it extends into ligaments 
and other soft tissues, so that intra-articular and periarticular 
pieces of bone are formed that may be the source of perma- 
nent disability. Physicians are often reluctant to apply a cast 
without documentary evidence of a fracture. The diagnosis 
and treatment of occult fractures in a positive manner cannot 
be construed as overtreatment. 


Treatment of mumps orchitis 
with ACTH and cortisone 


® mumps orcuitis has been reported to affect 15 to 40 per 
cent of adult males in different epidemics. Because of their 
anti-inflammatory action, ACTH and cortisone have been tried 
by a number of investigators in the hope that they might be 
as effective as surgery in treating this complication. In the 
January 16, 1958, issue of The New England Journal of Medi- 
cine, Ian Maclean Smith, M.D., and John W. Bishir, M.S., 
present a retrospective analysis of a group of cases seen in 
one epidemic in relation to treatment with steroid hormones. 
ACTH was given to 20 patients, cortisone to 31, and 34 re- 
ceived symptomatic treatment consisting of bed rest with 
support of the scrotum on an adhesive tape bandage between 
the thighs. Acetylsalicylic acid was given for temperatures 
over 101 or 102 F. This symptomatic treatment was also given 
to the groups receiving steroid therapy. Cortisone seemed to 
diminish pain and swelling of the testes. In addition, duration 
of pain was significantly shorter than in the untreated con- 
trols; however, duration of testicular swelling, fever, and 
hospital stay were the same in the treated and control groups. 
Cortisone did not prevent the onset of orchitis. Moreover, an 
inadequate course of cortisone therapy will result in relapse 
with a return of testicular pain and fever. For severe cases, 
at least 300 mg. of cortisone must be given orally over a 4-day 
period. In this series, 9.8 per cent of the hormone-treated 
patients had infections, whereas the controls had none. The 
authors conclude that it is doubtful whether the analgesia ob- 
tained was worth the infections incurred in treating a self- 
limiting, essentially benign disease. 


Prolonged cough suppression 


> IN THE JANUARY 9, 1958, issue of The New England Jour- 
nal of Medicine, Edward H. Townsend, Jr., M.D., describes 
the use of a combination of dihydrecodeinone and phenyltolox- 
amine with an ion exchange resin as an antitussive agent. 
Dihydrocodeinone is closely related t6 codeine, yet it has ad- 
vantages over that drug. It reduces the frequency of coughing 
without suppressing the cough reflex entirely, reduces the un- 
productive cough without eliminating cough productive of 
sputum, and is a more potent analgesic and sedative. It has 
been found that antihistamines may potentiate the antitussive 
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effects of dihydrocodeinone. In this study the antihistamine 
phenyltoloxamine was chosen because its combination as a 
resin complex had been proved clinically effective and because 
it was commercially available. An ion exchange resin was 
added to form complexes capable of effecting sustained release 
of the pharmacologically active agents in the gastrointestinal 
tract. When the ion exchange combination was compared with 
the twe drugs in like concentration in an aqueous solution, it 
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© Rooks for review which were received during the period 
from April 5 to May 5 are listed on advertising pages 118 and 
119. Reviews of these books will be published as space permits. 


® FUNDAMENTALS OF CLINICAL FLUOROSCOPY. With Essen- 
tials of Roentgen Interpretation. By Charles B. Storch, M.D., Associate 
Attending Roentgenologist, Radiodiagnostic Department, Beth-El Hospital, 
Brooklyn, New York. Ed. 2. Cloth. Pp. 305, with illustrations. Price 
$8.75. Grune & Stratton, 381 Fourth Ave., New York City 16, 1957. 


A text such as Storch first published in 1951 was long over- 
due and was hailed by student and teacher alike as a practical 
and easily understood book on the fundamentals of fluoroscopy. 

This second and revised edition has been considerably en- 
larged. To it have been added discussions of the roentgeno- 
scopic aspects of some of the more common congenital heart 
anomalies, methods of examination of the small intestine and 
of intestinal obstruction (including the use of the Miller-Abbott 
tube), and gallbladder fluoroscopy. 

The author has made a definite effort not to go into great 
detail on the various topics discussed, but the essentials of the 
proper methods of fluoroscopy are discussed in a clear and con- 
cise manner. This leaves the reader with a sense that here is a 
book which, along with observation of the methods used by a 
competent fluoroscopist, supplemental reading, and practical ex- 
perience, will lay the groundwork for a satisfactory understand- 
ing of this skilled procedure. 

This reviewer is highly satisfied with this book for both 
the student and the teacher, and feels that it should be a part 
of the library in every place where fluoroscopy is done. 

Epwarp P. Smatt, D.O. 


® ALLERGY IN PEDIATRIC PRACTICE. By William B. Sherman, 
M.D., Associate Clinical Professor of Medicine, Columbia University 
College of Physicians and Surgeons; 
Presbyterian Hospital; Attending Physician, Roosevelt Hospital, New 
York, N.Y.; and Walter R. Kessler, M.D., Ph.D., Instructor in Pedi- 
atrics, Columbia University College of Physicians and Surgeons; Assist- 
ant Pediatrician, Babies Hospital; Assistant Attending Physician, Roose- 


Associate Attending Physician, 


velt Hospital, New York, N.Y. Cloth. Pp. 296, with illustrations. Price 
$9.25. The C. V. Mosby Company, 3207 Washington Boulevard, St. 
Louis 3, 1957. 


The small size of this book belies the information it con- 
tains. A manual-thick book of fewer than 300 pages suggests 
elimination of much practical detail. However, this is not the 
case. The title implies that the information contained might pos- 
sibly differ from information on allergy as a whole; but here 
again the book presents the general subject of allergy with the 
addition of material pertaining to allergic children. 

Some of the highlights of the book are contained in the 
following statements. The action of steroids in counteracting 
allergy is not understood, but a dosage in excess of normal body 
requirements has been found to be therapeutic. The emotional 
factors associated with allergy have been overemphasized. 
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was found that the sustained release combination was more 
effective than the aqueous compound. Side effects were rare. 
Facial pruritus, which occurred in a few patients, was found 
to be due to dihydrocodeinone alone or to dihydrocodeinone 
plus phenyltoloxamine. In this study, which included children 
with cough due to measles, upper respiratory infection, bron- 
chitis, and allergy, the ion exchange combination was found 
to be effective for as long as 10 hours in 85 of 95 patients. 


TRIS 


Drugs used in the treatment of allergy are basically the anti- 
histamines, adrenergic drugs, and steroids. A change of terms 
from “desensitization” to “hyposensitization” has occurred ; how- 
ever, the authors discuss their preference for “immunization.” 
Negative skin tests or delayed reactions to protein allergens may 
be accounted for in part by the antigens formed during digestion 
of the food and by the patient’s allergy to these antigenic sub- 
stances rather than to the original food. 

In an excellent review and discussion of properties of the 
blocking antibody, it is stated that it “appears to bind antigen 
so that it cannot react with the skin-sensitizing antibody.” There 
is a mention of the relation of size of inhaled particles to their 
ultimate distribution in the body. Detailed information is given 
on passive transfer tests, including cases in which they are use- 
ful, dangers of possible transfer of infectious diseases, their 
value, and their limitations. 

Other subjects discussed are the role of infection in de- 
velopment of asthma and atopy, the unitage of specific testing 
extracts used, and basic information on the protein nitrogen 
unit and other units by which antigens are standardized. De- 
tailed information is also given on allergic rhinitis, urticaria, 
bronchial asthma, atopy, gastrointestinal allergy, ocular allergy, 
and systemic diseases in which allergy may be a factor. 

This excellent book contains clear, sharp, factual, and 
usable information. It may be used every day for its wealth 
of detail, or treated as a review of current knowledge on the 
subject of allergy. The authors state in their preface that since 
the general practitioner and the pediatrician without special 
training in allergy see a large proportion of allergic infants and 
children, they have endeavored to produce a book on the subject 
which would be helpful to all physicians. 


A. P. Uxsricn, D.O. 
D. Koprince, D.O. 


& ROOTS OF MODERN PSYCHIATRY. Essays in the History of 
Psychiatry. By Mark D. Altschule, M.D. With the collaboration of Eve- 
lyn Russ. Cloth. Pp. 184, with illustrations. Price $5.75. Grune & 
Stratton, 381 Fourth Avenue, New York 16, 1957. 


Here is an unusual study, which, for the student of psy- 
chiatry, is a very interesting inquiry into the background of 
many of the popular concepts of present-day psychiatry. The 
author presents evidence from early writers that certain ideas 
that we have felt to be a product of our age were actually 
prevalent in days gone by. , 

The book is made up of nine chapters, which touch upon 
such topics as anxiety, the pineal gland, ego psychology, uncon- 
scious cerebration, psychosomatic medicine, sex, civilization as 
a social evil, and psychiatric treatment. In each instance writ- 
ings of earlier times, all prior to 1890 and many as much as 
2,000 to 3,000 years old, are cited to illustrate the thinking of 
such periods of history. Surprisingly, the concepts of pre- 
modern eras strike a familiar note with our present teachings. 
For example, von Feuchtersleben emphasized in 1845 “The Ego 
of the mental physiologist is not the Ego of the metaphysician.” 
The Ego of which we speak consists of body and mind, the 
other is an abstraction of the most spiritual personality. The 
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concept of Id, Ego, and Super-ego is related, according to the 
author, to Galen’s three types of soul: the vegetative (respon- 
sible for and manifested through bodily function), the intel- 
lectual, and the spiritual. In this manner the author handles 
many of our very popular psychiatric teachings most interest- 
ingly. 

Prone is some question as to the author’s ultimate motive 
in writing the book. Aside from the scholarly nature of the 
work, there is a subtle undercutting of some dynamic tenets. 
For example, on page 169 he states, “The snake, which was 
much involved in ancient Greek symbolic thought, also plays an 
important role in Freudian dogma. However, Freudians in- 
variably regard it as a phallic symbol—and this is another in- 
stance of the slovenliness of Freudian scholarship. In the first 
place, the belief that an animal that spends most of its life 
either coiled up or actively wriggling resembles a phallus indi- 
cates an amazing ignorance of the biology of sex in the human 
species.” 

With these points in mind the book can be recommended 
as an interesting inquiry into the history of some medical 


principles. 
Tuomas J. Meyers, Ph.D., D.O. 


® SPINAL ANESTHESIA. By John B. Dillon, B.S., M.S., M.D., 
Professor of Surgery and Chief of the Division of Anesthesia, Depart- 
ment of Surgery, University of California Medical Center, Los Angeles; 
Consulting Anesthesiologist to the Wadsworth General Hospital, Veterans 
Administration Center, Los Angeles, Huntington Memorial Hospital, 
Pasadena, Saint Johns Hospital, Santa Monica, Cedars of Lebanon Hos- 
pital, Los Angeles, Los Angeles County Hospital, Los Angeles; Formerly 
Associate Clinical Professor Surgery (Anesthesia) University of South- 
ern California and The College of Medical Evangelists, Los Angeles; 
Chief of the Department of Anesthesia, Los Angeles County Hospital. 
Paper. Pp. 61, with illustrations. Price $3.00. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Springfield, Illinois, 1958. 


This is another interesting monograph in the American 
Lecture Series, edited by John Adriani. This concise monograph 
covers the basic concepts of spinal anesthesia in a most con- 
servative manner. The author emphasizes a basic philosophy 
concerning this technic which one could well utilize in his daily 
work. There are eleven chapters replete with the author’s per- 
sonal experience, arranged in a well-written and logical se- 
quence. 

This small handbook is highly recommended to the resident 
in anesthesia or to any practitioner who has occasion to give 


spinal anesthesia. 
A. A. Gotpen, D.O. 


& CLINICAL PATHOLOGY IN GENERAL PRACTICE. Specially 
Commissioned Articles from the British Medical Journal. Cloth. Pp. 321, 
with illustrations. Price $5.00. J. B. Lippincott Company, East Wash- 
ington Square, Philadelphia 5, 1957. 


This book is composed of articles specially written for the 
British Medical Journal. Written mainly for the general prac- 
titioner in Great Britain, the book is brief and to the point, and 
for these reasons might prove helpful to practitioners in this 
country. It is not recommended as a text or for specialists in 
the field. 


Grorce E. Himes, D.O. 


Be AIDS TO PUBLIC HEALTH. By Llywelyn Roberts, M.D. (Hy- 
giene), M.R.C.P., D.P.H. Medical Officer of Health, City of Sheffield. 
Ed. 8. Cloth. Pp. 335, with illustrations. Price $3.00. Balliére, Tindall 
& Cox, London, 1957. Exclusive U. S. agents, The Williams & Wilkins 
Company, Mount Royal and Guilford Avenues, Baltimore 2. 


The first edition of this little text appeared in 1923, and it 
has been kept up to date through eight revisions—a testimonial 
to its standing acceptance. As in others of the Students’ Aid 
Series, information is compactly presented in most practical 
form. It is quite amazing how much information can be packed 
into such a small volume. 

This would not do as an only text in public health for an 
American physician, since a large proportion of the content is 
predicated on the British system of health laws. However, any- 
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one already acquainted with public health would find it of in- 
terest, and it would serve as an auxiliary text for the student. 
As such, its merit would be unquestioned. 


& AIDS TO ANAESTHESIA. By Victor Goldman, F.F.A.R.C.S., 
D.A., L.R.C.P., M.R.C.S., Senior Lecturer in Anaesthetics, Institute of 
Dental Surgery, University of London; Consulting Anaesthetist, Queen 
Mary’s Hospital for the East End, Eastman Dental Hospital, and Batter- 
sea General Hospital, London. Ed. 4. Cloth. Pp. 359, with illustrations. 
Price $3.50. Balliére, Tindall & Cox, London, 1957. Exclusive U. S. agents, 
The Williams & Wilkins Company, Mount Royal and Guilford Avenues, 
Baltimore 2. 


Besides essentials of anesthesia of the usual type, this book 
in the Students’ Aid Series includes chapters on anesthesia for 
midwifery, and for dental operations and anesthesia in the 
tropics, subjects that may be of special interest to certain indi- 
viduals. In the usual practical manner of this series, the book 
also includes concise discussions of ordinary anesthetic agents 
and technics, and related subjects, such as the anatomy and 
physiology of anesthesia, pharmacology of anesthetic agents, 
complications, and preoperative preparation and examination. 
The technics of hypothermia and its related subjects are not 
discussed, being considered by the author as “a specialised 
branch of a specialty.” The outlines of practical points and the 
thoughtful arrangement of the book make it easy to use. 


& AIDS TO OPHTHALMOLOGY. By P. McG. Moffatt, M.D. (Lond.), 
M.R.C.P., F.R.C.S. (Eng.), D.O.M.S.; Consultant Ophthalmic Surgeon 
and Lecturer, Moorfields Eye Hospital, Hammersmith, West London and 
St Mark’s Hospital Groups; Lecturer, Post-Graduate Medical School, 
Recognized teacher of the London University; Senior Ophthalmic Con- 
su'tant and Adviser, London County Council Central Medical Staff. Ed. 
11. Cloth. Pp. 282, with illustrations. Price $3.00. Balliére, Tindall & 
Cox, London, 1957. Exclusive U.S. agents, The Williams & Wilkins Com- 
pany, Mount Royal and Guilford Avenues, Baltimore 2. 


The Students’ Aid Series, published in London since 1876, 
now includes a new edition of Aids to Ophthalmology—a text 
which has been a standard since its first publication in 1908. 
Like others of the series, it presents a wealth of knowledge in 
very limited space, making it a most handy reference for the 
student or for the general practitioner who wants practical in- 
formation on ophthalmology for the occasional instance when he 
needs it. 


® CLINICAL ELECTROCARDIOGRAPHY. The Spatial Vector Ap- 
proach. By Robert P. Grant, M.D., National Heart Institute, National 
Institutes of Health, Bethesda, Maryland. Cloth. Pp. 225, with illustra- 
tions. Price $7.50. McGraw-Hill Book Company, Inc., 330 West 42nd 
Street, New York 36, 1957. 


Vectorcardiography has two faces: The more familiar one 
is the oscilloscopic reading from four body-surface electrodes, 
believed to chart resultant electric forces generated in the heart ; 
and the other is the schematizing of information already con- 
tained in the clinical tracing. This book, a significant contribu- 
tion in its field, concerns the latter form. 

The author illustrates his subject by stating that most medi- 
cal graphs represent a two-dimensional plotting of magnitude 
against time—like a temperature chart, which is constructed 
from a number of independent measurements placed in proxim- 
ity. This use of the vector differs in that plotting is three- 
dimensional; magnitude is diagrammed in relation to space. 
However, he explains, the function in clinical use is the same. 
For example: In a glucose-tolerance test curve, a two-dimen- 
sional graph, it is possible to predict the approximate level of 
glucose in the blood at any time during the test period; from 
the vector plotted from clinical leads, one can predict the ap- 
proximate contour of the deflection in any area of body surface. 
This is a distinct advantage to the clinician, since he can under- 
stand the meaning of QRS and T deflections in any lead, re- 
corded at any place on the body surface. 

The book outlines the method of charting and interpretation 
in a practical manner. Clinical applications are made as directly 
as possible; the section describing QRS complex deformities in 
myocardial infarction is especially comprehensive. There are 
also discussions of the electrocardiogram in children, congenital 
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heart disease, arrhythmias, tachycardias, atrial abnormalities, 
and other pertinent subjects. A summary of presently known 
QRS abnormalities is presented in vector notation, illustrating 
the simplicity of this method for clinical interpretation. 

Dr. Grant does not mean for this method to supersede the 
more familiar methods of electrocardiography, but rather to 
supplement those findings in cases of uncertain interpretation. 
For “borderline” tracings, he considers this method the most 
accurate, objective, and rational one that is so far available. 


®&® HOW TO WRITE SCIENTIFIC AND TECHNICAL PAPERS. By 
Sam F. Trelease, Columbia University. Cloth. Pp. 185. Price $3.25. 
The Williams & Wilkins Company, Mount Royal and Guilford Avenues, 
Baltimore 2, 1958. 


A new look at the task of writing scientific papers is pro- 
vided in this small volume. Help is given in choosing a problem 
for research, collecting data, and in organizing and preparing 
the paper. Some suggestions are given for handling illustrations, 
charts and tables, and in preparing bibliographies. 

The disadvantage of this book for the physician is that 
much information does not relate directly to medical writing, 
and he must make his own applications and study out specialized 
styles of the journal in which he wishes to publish with only 
basic guidance, if this book is to be his sole reference. For the 
student, or for one wishing a general knowledge of technical 
writing procedures, the book may be recommended; but it would 
be difficult to say unreservedly that the physician-writer would 
find it indispensable. 


®& CIBA FOUNDATION COLLOQUIA ON ENDOCRINOLOGY. 
Volume II. Hormones in Blood. Edited by G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., B.Ch., and Elaine C. P. Millar, A.H.-W.C., 
A.R.L.C. Cloth. Pp. 416, with illustrations. Price $9.00. Little, Brown 
& Company, 34 Beacon Street, Boston 6, 1957. 


The report of the forty-third Ciba Foundation international 
conference includes discussions by various qualified experts on 
the subject of hormones in the blood. It follows the usual pat- 
tern of presentation of a paper with discussion following, so 
that the opinions of all the members of the group concerned 
with a specific subject can be included. 

Much of the evidence presented is experimental; the two 
major themes studied concerned the transport of hormones in 
the blood and the measurement of hormone levels. The technical 
nature of the discussions would assume a fairly complete back- 
ground on the part of the reader, but the whole would certainly 
be of interest to anyone concerned with this phase of physiology 
and its clinical application. 


B® ROENTGEN DIAGNOSIS OF ABDOMINAL TUMORS IN 
CHILDHOOD. By Charles M. Nice, Jr., M.D., Ph.D.; Alexander R. 
Margulis, M.D.; and Leo G. Rigler, M.D.; all from the Department of 
Radiology, University of Minnesota Medical School, Minneapolis, Minne- 
sota. Cloth. Pp. 75, with illustrations. Price $4.00. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Avenue, Springfield, Illinois, 1957. 


The presence of an abdominal mass is usually considered an 
indication for exploratory laparotomy in a child; physicians feel 
that time and money are thereby saved, when diagnosis will 
probably be easily made at the time of operation. 

Aside from the necessity for accurate localization of the 
mass, roentgenographic examination may well reveal the occa- 
sional instance when operation would be useless or inadvisable. 
For instance, if the palpated mass should be an enlarged spleen, 
surgical intervention would have little to offer. Hydrometrocol- 
pos is a condition which can be both diagnosed and treated 
conservatively. Other conditions, such as the anterior sacral 
meningocele and the choledochal cyst, can be managed only by 
careful preoperative planning; this requires an accurate diag- 
nosis. Roentgenography is recommended as a basic procedure in 
establishing diagnoses, in preference to excessive palpation 
(which could scatter malignant cells) or extensive and expen- 
sive laboratory tests. 
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The authors recommend use of basic roentgenographic pro- 
cedures, with an emphasis on careful technic and intelligent 
interpretation. Most of their monograph is devoted to practical 
suggestions for differential diagnosis and representative roent- 
genograms for different conditions. 

The study is by no means exhaustive, but it is helpful as 
far as it goes. Within its specialized scope it may well answer 
a need. 


B® BONE TUMORS. General Aspects and an Analysis of 2,276 Cases. 
By David C. Dahlin, M.D., Consultant, Section of Surgical Pathology, 
Mayo Clinic, and Associate Professor of Pathology, Mayo Foundation, 
Rochester, Minnesota. Cloth. Pp. 224, with illustrations. Price $11.50, 
Charles C Thomas, Publisher, 301-327 E. Lawrence Avenue, Springfield, 
Illinois, 1957. 


This book represents a rather elaborate series study rather 
than a comprehensive text, and is largely composed of illustra- 
tions of gross and microscopic specimens and roentgenograms 
taken from the large series of cases reported. Within these 
limitations the book can be considered very fine; the quality of 
the reproductions is exceptional. 

The brevity of description has its advantages, however; for 
a quick summary of clinical symptoms and an idea of incidence 
and other related factors, this book has thumbnail sketches 
readily available. Treatment and prognosis are summarized, and 
pertinent bibliographic references are given. 


® DRUGS OF CHOICE 1958-1959. By Walter Modell, M.D., Editor, 
Associate Professor of Pharmacology, Cornell University Medical Col- 
lege; Attending Physician, New York Veterans Administration Hospital; 
Associate Visiting Physician, Bellevue Hospital; Member, Poison Control 
Advisory Board of New York City; Member, Revision Committee, United 
States Pharmacopeia XVI. Cloth. Pp. 931, with illustrations. Price $12.75. 
The C. V. Mosby Company, 3207 Washington Boulevard, St. Louis 3, 
1958. 


An interesting quotation from Sydenham provides a fore- 
word for this book: “How I can make a patient vomit, and 
how I can purge or sweat him, are matters which a druggist’s 
shopboy can tell me offhand. When, however, I must use one 
sort of medicine in preference to another, requires an informant 
of a different kind—a man who has no little practice in the 
arena of his profession.” 

Thirty-seven informants have combined their experience to 
produce a current guide to the fast-changing drug market— 
recognizing that before the book would reach print there would 
be changes, but also knowing that drug therapy must not be hit- 
or-miss. The authors have worked against the principle that a 
bad first impression is caused when the physician who prescribes 
a particular drug remains ignorant of its uses, limitations, and 
dangers, and have endeavored to bring together in one place 
information from various specialties that would contribute to 
more intelligent choice of drugs. 

The book is one of opinion; various contributors have given 
their evaluations of certain drugs based on their observations. 
Controversial discussion has not been included as such, since 
the nature of controversy would admit a detail not feasible in 
a book of these dimensions; however, selected references to the 
literature are included in every section, representing various 
viewpoints. 

Each section stresses the problem of choice—the very prob- 
lem that faces the physician each time he must prescribe, from 
a multitude of well-advertised preparations, what he and the 
patient hope will be the optimum therapeutic’ answer. Sections 
deal with clinical conditions and candid evaluations of prepara- 
tions advanced for dealing with them. the whole in an eminently 
readable and well-organized style. Each section closes with an 
index of drugs currently available in the field; these are merely 
listed and not classified as to worth, leaving evaluatory state- 
ments to the body of the copy. 

The disadvantage of such a book is obvious; even as this 
review is written, the book is outdated. Yet a number of prep- 
arations are used year after year, and even if a multitude of 
new preparations are placed on the market, the physician is 
better off if he has a reference like this as a basis for compari- 
son of the new with the old. 


JournaAL A.O.A. 
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High Note in Infant Nutrition 


Gerber High Protein Cereal offers extra nutritive value through 
its high protein content. It’s 35% protein — derived from a well- 
balanced blend of oats, wheat, soya and yeast. Like all Gerber 
Baby Cereals, it’s enriched with iron, calcium and B-vitamins — 
is pre-cooked and ready to serve with milk | Gey 

or formula. Unusual, nut-like flavor is well 

accepted by both babies and toddlers. 
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The hot, sweltering days of summer frequently 
add to the general discomfort of the psoriasis suf- 
ferer. At this season your prescription for RIASOL 
will be doubly welcome. 


RIASOL’s unique formula has met with out- 
standing success in psoriasis. In most cases the un- 
sightly lesions yield promptly to its effective action 
and often do not recur for long periods. Itching, 
if present, is usually alleviated. 


Even the most fastidious patient welcomes 
RIASOL. It is simple and easy to apply, does not 
stain and no bandages are required. 


RIASOL* contains 0.45% mereury chemically 
combined with soaps, 0.5% phenol and 0.75% 
cresol in a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thor- 
ough drying. A thin, invisible, economical film 
suffices. After one week, adjust to patient’s progress. 


RIASOL is supplied in 4 and 8 fld. oz. bottles 


at pharmacies or direct. 


*T. M. Reg. U. S. Pat. Off. 


Before Use of Riasol 


After Use of Riasol 


Test Riasol Yourself 


May we send you professional literature and generous 
clinical package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


Dept. JAOA-658 


12850 Mansfield Avenue Detroit 27, Michigan 
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EFFECTIVE AGAINST A WIDE RANGE OF ORGANISMS 


CHLOROMYCETIN 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


IN VITRO SENSITIVITY OF THREE COMMON PATHOGENS ‘ 
TO CHLOROMYCETIN AND TO A WIDELY USED ANTIBIOTIC GROUP* 


STAPHYLOCOCCUS PYOGENES 


PROTEUS MIRABILIS 


46 strains i Antibiotic Group 3% 


PSEUDOMONAS AERUGINOSA 


64 strains a4 Antibiotic Group 14% 
0 20 40 60 


*Adapted from Roy, T. E.; Collins, A. M.; Craig, G., & Duncan, I. B. R.: Canad. M. A. J. 77:844 (Nov. 1) 1957. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is a potent therapeutic agent and, because 
certain blood dyscrasias have been associated with its administration, it should not be used indis- _ 
criminately or for minor infections. Furthermore, as with certain other drugs, adequate blood » 
studies should be made when the patient requires prolonged or intermittent therapy. 


PARKE, DAVIS & COMPANY DETROIT 32, MICHIGAN 
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FAST meets WEST 


(therapeutically, that is) 


(Theominal with Rauwolfia serpentina) 


FOR ESSENTIAL HYPERTENSION 
Advantages: 


1. Gradual but sustained RAUWOLFIA SERPENTINA-—used medicinally 


reduction of blood pressure rN for centuries in India and Malaya 
2. Diminution of emotional 
tension, anxiety and insomnia THEOMINAL — prescribed by American 
3. Alleviation of congestive physicians for several decades 
headache, vertige, dyspnea 
4. Improvement in orientation = THEOMINAL R.S.: 


and social behavior in the aged Each tablet contains 320 mg. theobromine, 


10 mg. Luminal,® 1.5 mg. purified 
Rauwolfia serpentina alkaloids (alseroxylon). 


Dose: 1 tablet two or three times daily. 


Supplied: Bottles of 100 and 500 tablets. 


Theominal and Luminal (brand of phenobarbital), (| Jnthivep LABORATORIES + NEW YORK 18, WN. ¥. 
trademarks reg. U.S. Pat. Off. 


Journat A.O.A. 
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new 
‘in sulfa therapy 
effective sulfa levels 


for 24 hours witha 
single tablet 


(sulfamethoxypyridazine, Parke-Davis) 


PARACOLON BACILLI 


‘wide antibacterial spectrum —etfec- 

tively combats many gram-negative and 
gram-positive bacterial infections... valu- 
able in genitourinary tract infections, -. 
upper respiratory infections, bacillary 

dysenteries, and surgical and soft) tissue 
infections, due to sulfonamide-sensitive 
organisms rapid effect—therapeutic 
blood levels promptly attained.» pro- 
longed action—effective blood and urine 
concentrations. sustained day and night — 
with 1 tablet daily « well tolerated—high 
solubility and low dosage minimize possi- 
bility of crystalluria 1 tablet-a-day 
schedule — greater convenience and. 
economy for patients, 


Adult Dosage: Initial (firstday) 2 tablets Gm.) 
for mild or moderate infections, ot 4 tablets - 
(2 Gm.) for severe infections. Maintenance . 
1 tablet (0.5 Gm.) daily, 
“Children’s Dosage: According to weight. See 
literature for details of dosage and administra- 
tion. Available: Quarter-seored tablets of 
0.5 Gm., bottles of 24, 100, and 1000. 


PARKE DAVIS & COMPANY _ 
DETROIT 32, MICHIGAN 


PNEUMOCOCCI 
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. 
STREPTOCOCCI 
= 
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Vere Titty, 4 
DIPHTHEROIDS 


THE ANATOMY OF TOUCH 


MID, | 
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are Meissner’s touch corpuscles —cylindrical bodies 
naturally smooth, demonstrably thin, yet strong... 
designed for fullest sensitivity. Many physicians nsnow 
mn 
cipal factor of re-infection in the female..." The 
husbands cooperate readily in the treatment p 
wives when you acquaint them with RAMSES, 
e pr ophylactic with “built-in” sensitivity. 


easier 
antipyretic—analgesic 
relief 


you help her recover more easily 
when you prescribe 


Tempra 


Acetaminophen, Mead Johnson 


drops /syrup 


Tempra is the first physician-controlled 
antipyretic—analgesic in two liquid dosage 
forms—wild-cherry-flavored Drops and 
mint-flavored Syrup. Both are readily 
accepted, well tolerated and easy for the 
mother to give, without forcing or fussing. 


Since Tempra is on Rx only, you have 
better control of medication and dosage... 
parents have added confidence. 


For detailed brochure on Tempra—you are 
cordially invited to ask your Mead Johnson 
Representative or write us, Evansville 21, Indiana. 


\ Mead Johnson 


Symbol of service in medicine 
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THERAPY 
Wittbout lodism 


4 | 


Full doses of iodide sietilllccbas 3 continued a year and longer with 
no apparent danger of iodism, provided you prescribe IODO-NIACIN. 


In a series of 59 cases of arteriosclerosis so treated, there was not a 
single case of iodism. 


Iodo-Niacin Tablets contain niacinamide hydroiodide 25 mg. with potas- 
sium iodide 135 mg.! 


The indications for lodo-Niacin are the same as for potas- 
sium iodide; namely, arteriosclerosis, coronary sclerosis, 
angina pectoris, chronic bronchitis, bronchial asthma, 
sinusitis, simple colloid goiter, cretinism, hyperthyroidism, 
thyroid crisis, and preparation for thyroidectomy. 


In ophthalmology”, Iodo-Niacin has given good results in 


treatment of retinal and vitreous hemorrhages and vitre- 
ous floaters. 


The average adult dosage is 2 
tablets t.i.d. after meals, with 
half a glass of water. For chil- 
dren over six, I tablet. Supplied 
in bottles of 100 tablets, slosol- 
coated, pink. Also available in 
ampules. 


'Am. J. Digest. Dis. 22:5, 1955 
2 Am. J. Ophth. 42:771, 1956. 


*U.S. Patent Pending 


Cole Chemical Company AOS-6 
3721-27 Laclede Ave., St. Louis 8, Mo. 


Gentlemen: Please send me professional literature 
and samples of IODO-NIACIN. 


JournaL A.O.A. 
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AVAILABLE SOON 


a dramatically new 
“STUBBORN SPECTRUM” 


bactericidal 


antibiotic 


effective against a wide variety 
of recalcitrant organisms 


—even against 


resistant staph! 
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BRISTOL LABORATORIES INC. 
- 
fatch for a fort hcoming announcement?! 3 


A complete one a day 
“vita-mineral” supplement in 
delectable, chocolate-like, 
foil wrapped nuggets — 


to satisfy a natural desire 
and to fill a physiologic need 


— PLEASANTLY 


DELECTAVITES 


Each delicious foil wrapped nugget contains: 


VitaminA ..... 5,000 U.S.P. Units 30 mcg. 
VitaminD ..... 1,000 U.S.P. Units 12 mg. 
2 Int. Units 0.1 mg. 
Vitamin By Activity ...... 3 mcg. Magnesium .............. 3.0 mg. 
5 mg. Manganese ......... .. 1.0 mg. 
Nicotinamide ............ 20 mg. Molybdenum .. 10mg. 


vos: ONE DELECTAVITE NUGGET DAILY - surpty: Box of 30 (one month's supply) » Box of 90 (three months’ supply) 
ONLY DELECTAVITES CAN BE CHEWED WITHOUT EVEN A TRACE OF VITAMIN FLAVOR! 


WHITE LABORATORIES, INC., 
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A NEW, CORTICOSTEROID MOLECULE WITH GREATER ANTIALLERCIC, 
ANTIRHEUMATIC AND ANTI-INFLAMMATORY ACTIVITY 


for your patients with 
= BRONCHIAL ASTHMA, ALLERGIC DISORDERS 
= ARTHRITIC DISORDERS = DERMATOSES: 


te ‘ot! Initial dosage: 8 to 20 mg. daily. After 2to 7 days. 
aad icoid hove fail gradually reduce to maintenance levels. 
See package insert for specific dosages and precautions. 


1 mg. tablets, bottles of 50 and 500. 
4 mg. tablets, bottles of 30 and 100. 


-) Squibb Quality—the Priceless Ingredient 


A squiss 
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MODIFIED 
MILK 


A complete formula in liquid and powder form prepared exclu- 
sively from Grade A Milk. 


® Protects Normal Skin Integrity 
® Assures Optimal Caloric Utilization 


Recent work has pointed out that linoleic acid plays a significant meta- 
bolic role in infant nutrition. Too low an intake results in dryness, thick- 
ening and leathering of the skin,’ and an increased caloric consumption.* 


In Baker’s Modified Milk the troublesome butterfat has been entirely re- 
placed with easily digested corn and cocoanut oils, which provide five 
times the amount of linoleic acid in cow’s milk formulas. 


Infants fed on Baker’s Modified Milk are protected against eczematous 
and other dermatologic conditions caused by lack of linoleic acid, and 
are also assured optimal caloric utilization. 


Prescribe Baker’s Modified Milk to protect skin 


integrity and assure optimal caloric utilization. 


(1) Hansen, A. E., et al.: Fed. Proc. 16: 387, 1957; 
(2) Hansen, A. E.: Pediat. 2]: 494, 1958. 


Other Products — VARAMEL — a scientifically formulated evaporated 
milk product prepared exclusively from Grade A Milk. 


the Baker Laboratories, Inc. © Cleveland 3, Ohio 
Milk Products Exclusively for the Medical Profession 
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new—ONLY for penicillin reactions 


(Penicillinase Injectable,* SchenLabs) 


NEUTRALIZES PENICILLIN 


« acts within an hour, lasts up to a week'.2 
one injection sufficient in 80% of cases® 
+ itching abates promptly® 
+ most reactions clear in 12 to 96 hours? 
+ well tolerated'-® 
+ may be lifesaving in certain anaphylactic reactions*.5+ 
t“For this reason, and from these studies, penicillinase 
[NeutraPEN] should be kept on hand in every doctor’s 
office or hospital where penicillin is administered.” 
NEUTRAPEN aborts penicillin reactions by catalyzing the 
hydrolysis of penicillin to penicilloic acid, which is non- 
allergenic. Current therapy—antihistamines, ACTH or 
steroids—treats effects, NEUTRAPEN counteracts the 
cause. It inactivates circulating penicillin within an 
hour after injection, and continues to act for four to 
seven days,! 


NEUTRAPEN acts rapidly—80% get complete clearing within 
12 to 96 hours after a single injection, over 95% with 
two injections.’ In an earlier study, Zimmerman’ re- 
ported prompt and complete clearing of reactions in 
45 of 52 cases. Becker** noted complete clearing of 
urticaria and angioedema within 24 to 72 hours in 42 
of his 46 patients. The absence of relapses was termed 
“a major clinical achievement....”* Minno and Davis® 
reported “... prompt relief of itching...in nearly every 
case....” and complete clearing in all 42 cases. 


NEUTRAPEN is well tolerated when used intramuscularly 
and “... virtually nontoxic [pharmacologically ], even at 
dose levels several hundred times the minimum effec- 
tive dose.” 


indications 


Therapeutic: NEUTRAPEN is indicated for the treatment 
of the allergic reactions to penicillin, such as urticaria, 


@T.M. REG. U.S. PAT. OFF. PATENTS PENDING, 
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EUTRAPEN 


angioedema, serum sickness, eczematoid and exfolia- 
tive dermatitis. 


Diagnostic: Zimmerman suggests that “... response [to 
NEUTRAPEN] may be considered a useful tool in the 
differential diagnosis of eruptions where penicillin is 
only one of several possible inciting allergens.” 


dosage and administration NeurrAPEN, 800,000 units I.M., 
injected as soon as possible after symptoms of penicillin 
reaction appear. If necessary, dosage may be repeated 
at 3-day to 4-day intervals. In anaphylactic reactions 
occurring an hour or more after penicillin is given, 
therapy with NEUTRAPEN should immediately follow 
routine emergency measures. As soon as possible 800,000 
units should be given intravenously followed by another 
800,000 units intramuscularly. 


contraindications and side effects No specific contraindications. Some 
soreness at the site of injection, which may be accompanied by 
erythema and local edema, may be noted in some patients, but it 
is transient and not serious. The use of penicillinase has been 
reported to cause transitory chills and fever in some cases. 


supplied NeuTraAPeN is supplied in single-dose vials containing 
800,000 units of purified injectable penicillinase as lyophilized 
powder. It is stable at room temperature in the dry state. 


references: (1) Becker, R. M.: New England J. Med. 254:952, 1956. (2) Chen, 
J. ¥ B; Bard, J. W, and Balsito, A. A., in Welch, H., and Marti-Ibanez, E: Anti- 
bioties Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 321. 
(3) Zimmerman, M. C., in Welch, H., and Marti-Ibanez, E: Antibiotics Annual 
1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 312. (4) Becker, R. M.: 
A New Concept in Treatment of Penicillin Reactions— Use of Penicillinase, paper 
presented at 106th Ann. Meet., A.M.A., New York, N. Y., June 3-7, 1957.-(5) Becker, 
R. M., in Welch, H., and Marti-Ibanez, E: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 310. (6) Minno, A. M., and Davis, G. M.: 
J.A.M.A. 165 :222, 1957. (7) Davis, G. M.: Di i Antibiotics Symposium, Wash- 
ington, D. C., October 3, 1957. (8) Zimmerman, M. C.: Clin. Med. 5:305, 1958. 
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TRIAMINIC stops rhinorrhea, congestion and Triaminic provides around-the-clock 


other distressing symptoms of summer allergies, freedom from allergic congestion with 
including hay fever. Running nose, watery eyes just one tablet t.i.d. because of the 
and sneezing are best relieved by antihistamine special timed-release design. 

plus decongestant action — systemically — with 


first—3, to 4 hours of relief 


TRIAMINIC. 


plia- from the outer layer 
This new approach frequently succeeds where 
[to less complete therapy has failed. It isnot enough 
the merely to use histamine antagonists; ideally, 
1 is therapy must be aimed also at the congestion of 
the nasal mucosa. Triaminic provides such ef- 
fective combined therapy in a single timed- — *#en—3 to 4 more hours of relief 
from the inner core 
in 
ted TRIAMINIC brings relief in minutes—lasts for Dosage: One tablet in the morning, mid-after- 
ns hours. Running noses stop, congested noses noon and at bedtime. In postnasal drip, one 
n, open—and stay open for 6 to 8 hours. tablet at bedtime is usually sufficient. 
00 
wi Each timed-release TRIAMINIC Tablet contains: 
Phenylpropanolamine HC] ..... ................ 50 mg. 
Pheniramine maleate 25 mg. 
Pyrilamine maleate . 
by 
it 
en 
TRIAMINIC FOR THE PEDIATRIC PATIENT 
1g TRIAMINIC Juvelets*, providing easy-to-swal- TRIAMINIC Syrup, for those children and 
d low half-dosages for the 6- to 12-year-old child, adults who prefer a liquid medication. Each 
with the timed-release construction for pro- 5 ml. teaspoonful is equivalent to 4 Triaminic 
longed relief. Tablet or % Triaminic Juvelet. 


*Trademark 


Triaminic 


SMITH-DORSEY «a division of The Wander Company + Lincoln, Nebraska « Peterborough; Canada 
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p. 443. 13. 
and Bockwaker, Pr 
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de L., Sui : Ibid. p. 
459. 16. Cronk A.: 


Wh line therapy is indi 
When tetracycline therapy is indicated—_ 
References: 1. Council on Drugs, AM.A.: 
166:52, 1958. 2. Pulaski, B. J.: Prac- : 
titioner 179:465, 1957. 3. Cronk, G. A., and 
Naumann, D. Ant. Med. & Ciin. Ther. 
F 4:166, 1957. 4. Kaplan, M. A., Dickison, H. L., . 
Hubei, K. A., and Buckwailter, F. H.: Ibid. 
1957. 5. Prigot, A., Shidlovsky, B. A., 
= and Felix, A. J.: Ibid. 4:287, 1957. 6. Pulaski, 
EB. J., and Isokane, R. K.: Ybid. 4:408, 1957. : 
= 7. Putnam, L. E.: Ibid. 4:470, 1957. 8. Rein, 
Wright W. W.: Ibid. 4:215, 1957. 10. Cronk, 
G. A., ‘Naumann, D. E., and Casson, K.: Anti- 
s Annual, ed. . We 
% + biotics Annual, 1957-8, ed. by H. Welch and 
York, p. 397. 11. Dube, A. H.: Ibid. p. 409. 
j . Hubel, K. A., Paimeri, B., and bunn, P. A.: 
= 12, Hubel, K. A., Palmeri, B., and PLA 


REMEMBER ABOUT 


££) Tetrex requires no 
 sistently demonstrated fast, high and prolonged serum 
Tetrex has an mpressive 
jj§§§ documented record of 
SORE. /U million doses of yelne phos: | 
phate complex in 1957, with 5 documented clinica 
reports by 9 investigators on 1018 patients.5.78 10, 16 


Hope to see you 


not an antacid at the Convention— 
not an antispasmodic BOOTH 36 
not an anticholinergic 


not a sedative 


erelieves symptoms in a few days 
eheals ulcers in 10 to 20 days = THE CASE, BOOK” 
*heals in the presence of acid 


e*has no side effects 


EXUL’s principal ingredient is NUPRA, a non- 
hormonic, non-steridic extract of beef organs: 


liver, brain, adrenals. EXUL also supplies de- deer 
hydrated cream and milk. ferrous gluconate 4 years’ duration. Conventional treat- : 
? ment at various intervals. Frequent re- : 


thiamin, niacinamide and flavoring extracts. currence of symptoms. X-ray—4/24/57. 
Each wafer supplies approximately 135 calories. . oo 
EXUL is supplied in sealed tins containing 5 
wafers. Dosage is 5 wafers or less daily, depend- 
ing on the severity of the case. 


Complete literature is available on request to Medical Department 


YORKTOWN PRODUCTS CORP. — aa 
441 LEXINGTON AVE., NEW YORK 17, N.Y, treatment. No other medication used. 


Duodenum shows completely intact 
mucosal line. Patient still asymptomatic 
after 9 months. 


tf JournaL A.O.A. 


Sie” 
4 
‘ 


in low back pail, 
sprains and strains. .. 
effective 


muscle relaxation 


on low dosage 


specific for 


painful spasm 


In a wide variety of traumatic, rheumatic and arthritic disorders, 
PARAFLEX has provided effective relief of skeletal muscle spasm and 
pain with a low incidence of side effects.!-6 For example... 


In a study of 148 patients PARAFLEX was found to 
be a most effective muscle-felaxing drug in doses 
of 250 mg. (1 tablet) four times a day. 
Not one of the patients had to discontinue ther- 
SIDE EFFECTS: RARE apy because of side effects. In midst patients, the 
BENEFICIAL EFFECTS: beneficial effects of Pararex became apparent 30 
RAPID AND PROLONGED to 60 minutes after the drug was administered and 
persisted for approximately six hours.’ 


EFFECTIVENESS: HIGH 
DOSAGE: LOW 


SUPPLIED: Tablets, scored, orange, bottles of §0. Each tablet contains 250 mg. of 

PARAFLEX. 

REFERENCES: 1} Smith, R.T.; Tobe published. 2) Holley, H. L.: Personal communication. 

$) Passarelli, E. W.: Personal communication. 4) Peak, W.P., and Smith, R.'T.-: To be pub- 

lished. 5) Settel, E.: Personal communication. 6) Wiesel, L. L.: Personal communication, 

Further information regarding action, indications and dosage available on request. 
U. S. Patent Pending 
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the NEW 
Softa b* 
for 


nausea and vomiting | 
of pregnancy 


motion sickness inner-ear disturbances 


pleasant-tasting Softab* 
\melts quickly in the mouth— 
no water needed 

attacks basic causes centrally 
and peripherally 

contains both antiemetic | 
and antispasmodic 


longer acting—lower in cost © 


Each Softah contains: 

Buclizine Hydrochloride... 50 mg. 

Vitamin Bs 10 mg. 
| Scopolamine (Hyoscine) 

Atropine Sulfate ....... 0.05 mg. 

Hyoscyemine Sulfate .0.05 mg. 


: Write for samples and literature 


THE STUART COMPANY 
PASADENA, CALIFORNIA 
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in iron deficiency anemia 


the direct approach 


...specific therapy 


Fer-In-Sol 


iron in a drop for infants and children 


“When iron is indicated give 
only iron. The therapeutic re- 
sponse will be infinitely better, 
the medication will be taken 
with greater facility, and the 
cost of treatment will be far 
less.”’* 

In infants and children the 
most common anemia is that 
due to iron deficiency; peak 
incidence is seen in ages from 
6 to 24 months.* 

Specify Fer-In-Sol—well toler- 
ated, efficiently utilized ferrous 
sulfate in an acidulous vehicle 
for better absorption. Its 
pleasant citrus flavor makes it 
readily acceptable to young 
children, and its dropper dos- 
age form makes it easy to give. 


You are cordially invited to ask your 
Mead Johnson Representative for 
the convenient Fer-In-Sol Dosage 
Card (Lit. No. 267) or write to us, 
Evansville 21, Indiana. 


*Smith, N. J., and Rosello, S.: J. Clin. 
Nutrition 1:275, (May-June) 1953. 


Mead Johnson 
Symbol of service in medicine 
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extra protection for every conception 


Decidual bleeding due 
to capillary fragility 
leads to abortion 


Hesper-C Prenatal 


pC capillary-protective factors plus vitamins-minerals 


a precaution in every pregnancy 
a necessity in habitual abortion” 


Routine care during pregnancy should include protection against decidual bleeding. To 
guard against spontaneous and habitual abortion, Hesper-C Prenatal provides the essential 
capillary-protective factors (hesperidin complex and ascorbic acid) plus the supplemental 
vitamins and minerals required during gestation. 


The usual daily dosage (2 capsules t.i.d.) provides: Thiamine Mononitrate ........eeeeeeeeee++7.5 Mg, 
ASCORBIC ACID GOmg. Nicotinamide 30.0 mg. 
Ferrous Gluconate (15 mg. iron) ........... MG, Bigs 4.5 mcg. 
Calcium Carbonate (500 mg. calcium) ..... 125Gm. Pyridoxine Hydrochloride ................ 10.0 mg. 
Vitammin A Acetate ......cccccces 6,000 U.S.P. Units Copper Sulfate (3.0 mg. copper) .......... 12.0 mg. 
Vitamin Dg ...cccccccccccccccces 1,200 U.S.P. Units Potassium Iodide (0.3 mg. iodine) .......... 0.4 mg. 


Providing the daily requirements or more of vitamins and iron during pampaeey as recommended 
by the National Research Council. 


1. Greenblatt, R. B.: Obst. & Gynec. 2:530, 1953. 
2. Dill, L. V.: M. Ann. District of Columbia 23:667, 1954. 


THE NATIONAL DRUG COMPANY SY Products 
Philadelphia 44, Pa. 
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FOR 
LIMITED 
TIME 
ONLY 


The 
Osteopathic 


Movement 
In Medicine 


Raymond P. Keesecker, D.O. 


Literature Sales, 


AMERICAN OSTEOPATHIC ASSN., 


212 E. Ohio St., 
Chicago II, Illinois 


Please send me two copies of THE OSTEOPATHIC MOVEMENT IN MEDICINE 
at the special price of TWO copies for $1.00. Payment in full is enclosed. 


Vor. 57, JuNE 1958 


A Source Document on the Origin, 
Growth, and Development of Osteopathy 
and the Osteopathic Profession 


is offered to you at a 


special TWO for $1.00 


Introductory rate. 
Terms are CASH WITH ORDER. 


AN INDISPENSABLE SOURCE OF FACTS FOR: Doctors 
of Osteopathy . . . Newspaper Editors . . . Magazine Writers 
. . . Librarians . . . Educators . . . Sociologists . . . Legis- 
lators . . . Foundation Directors . . . Doctors of Medicine .. . 
and all health agencies needing a forthright statement of 
fact dealing with the osteopathic profession. 


TOPICS COVERED ... 


© "Osteopathy's Beginnings © "The Drugless Myth in 
and its Definition as a Osteopathy" 


Field of Study" ©"Early Osteopathy and 
® "Origin of a New Profes- Surgery 
sion” Succinct Description 
of Osteopathy" 


® "Medical Advance in Re- 
lation to Osteopathic Ad- § © PLUS more than 14 other 
vance Prior to 1920" subjects of similar interest 


: 
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rarely sensitizes 


ANTIBIOTIC OINTMENT 


proved in clinical practice for 


dermatologic and ophthalmic infections 


ws “We have had excellent therapeutic success and an ex- 
tremely low incidence of sensitization with its use.”' 


@ “...extremely valuable in cleaning up residual infection 
and stimulating granulation in all types of gangrenous 
ulcers.” 


w “Results are generally quick and excellent, especially in 
primary diseases. In secondarily infected dermatitis, the 
antibiotic clears the infection, but it obviously does not 
cure primary conditions such as acne or eczema.”* 


Available sizes: Tubes of 4 oz. with applicator tip, % oz. with ophthalmic tip, and 1 oz. 


‘NEOSPORIN’..... ANTIBIOTIC OPHTHALMIC SOLUTION 


Polymyxin B-Gramicidin-Neomycin 


Bottles of 10 cc. with sterile dropper 


References: 


1. McCarthy, John T., and Nelson, Carl T.: Pediatric Clinics of North America, 
Philadelphia, W. B. Saunders & Co., August 1956, p. 514. 


2. Samuels, Saul S.: Angiology 7:532 (Dec.) 1956. 
3. Panaccio, Victor: Canad. M. A. J. 75:592 (Oct.) 1956. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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your most fastidious patients 


 Delfen’ 
4 VAGINAL CREAM : 


highly spermicidal. ...Its relative simplicity 


makes it very acceptable to the patient.”* 
*Behne, 0.; Clork, F.; Jennings, M.; Pollais, V. Olson, H.; Wolf, L., ond Tyler, E. T.: West. J. Surg. 64:152, 1956. : 
Composition: Nonyiph lyethoxyethanol 5% in on oil-in-water emulsion at pH 4.5, 
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‘Thorazine’ greatly 
reduces your 
patient’s suffering 
by alleviating anxiety 
that intensifies pain. 


Available in tablet 


Spansule* sustained 


‘Thorazine’ 
potentiates narcotics 
and sedatives so 
that smaller amounts 
of these agents are 


necessary. 


horatories, Philadelphia 1 


‘Thorazine’ reduces 
apprehension and 
gives the patient 
an improved 

mental outlook. 


celease capsules, ampuls, multiple dose vials, syrup and suppositories. 


TM. Reg. US. Por. OF: 
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chlorpromazine, SKF. 
Smith Kline & Frenct ho 


Mrs. H. T., a 30-year-old house- 

wife, bore her first child at 26 

years of age. After the delivery— 

and now for full four years—she 

has been unable to shed the 

excess pounds gained during 

pregnancy. Complete amenorrhea 
persisted for a year after birth, sf 
followed by only gradual return 

to more normal menses. Despite 

a seemingly healthy appearance, 

Mrs. H. T. suffers from exhaus- 

tion. Her memory is poor; she is 

not alert. Since the baby’s birth, 

she has not regained her com- 

plete strength. “I feel cold all the 

time,” she complains. “My skin 

and hair are dry.” 


PBI is 2.0 mcg.%; BMR_ -33; 
cholesterol 385 mg.%; EKG of > 
reduced amplitude. 


Based on history and findings, a 

diagnosis of hypothyroidism is 

made and thyroid substitution (3 

gr. Proloid daily) prescribed. 

Within 4 months, her PBI rose 

to 5.4 mcg.%; cholesterol fell to 

242; and EKG returned to + 
normal. In view of the favorable 

results, therapy is continued 

indefinitely. 


pattern of SUB CLI N ICAL 
HYPOTHYROIDISM 


Highly purified natural thyroid extract, PRoLo provides 
all the fractions of thyroid secretion to normalize every 
facet of thyroid function. 


Double assay—chemical and biological—assures a predict- 
able clinical response for safe, effective long-term therapy. 


Pro.ow is available in 5 tablet sizes: 4, Y, 1, 14 and 
5 grain tablets—and Proloid Powder for compounding. 


_ the total thyroid complex 


Vor. 57, JUNE 1958 73 


\ 
\ 
Sa... 138 
_ 
had 
\ 
- 


> 


pregnancy 
is a State 
of stress 


Promethazine HCI 


SPARINE® HCi 
Promazine HCI 


Meprobamate 


A Wyeth normotropic drug for nearly 


every patient under stress 


Relieves tension—mental and muscular 


anxiety is the voice of stress 
qtative Case Rep sent im first 
Represe Pat 
hav- 
and pe 
| “ jpara with emo xs of pregnancy: 
+ oral changes and 
jous and d ten- 
sag. all 
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Meprobamate 
PHENERGAN® HCI 
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AN EVER- WIDENING CIRCLE OF THERAPEUTIC INFLUENCE 


A versatile, dependable diuretic—the most widely prescribed of its kind: its unique action as a carbonic anhy- 
drase inhibitor has proved strikingly effective not only in conditions requiring diuretic treatment but in the 
management of other conditions as well. 

Diamox is well-suited to long-term therapy. Low toxicity, freedom from renal and gastrointestinal irritation, ease 
of administration make its use simple and singularly free of complications. Excretion of the drug by the kidney 
is complete within 24 hours, with no cumulative effects.1 

Diuretic treatment with Diamox results in continuous rather than intermittent control of edema since Diamox 
is effective in the mobilization of edema fluid and in the prevention of fluid accumulation.! A single oral dose, 
active for 6-12 hours, provides the basis for the highly desirable advantage of daytime diuresis and nighttime rest. 
Supplied: Scored Tablets of 250 mg.; Syrup containing 250 mg. per 5 cc. teaspoonful; Vials of 500 mg. for 
parenteral use. 

1. Goodman, L. S. and Gilman, A.: The Pharmacological Basis of Therapeutics. Ed. 2. The Macmillan Co., New York, 1955, p. 856. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK t Lederte ) 
*Reg. U.S. Pat. Off. 
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100 TESTS TS (APPROX ) 
TES-TAPE 
(rine Sugar Analysis Paper, Lilly) 


Protect from direct light, 
excessive moisture, and 
heat 


Every lot of “Tes-Tape’ (Urine Sugar 


Analysis Paper, Lilly) is subjected Concentration 
to a panel of ten persons at the Lilly 2 percent 
Research Laboratories who are un- 0.5 percent 
familiar with the use of “Tes-Tape.’ ry — 
Each panel member examines twenty- 


five urine specimens containing dif- 
ferent concentrations of glucose. 
When last computed, the average’ A total of 5,500 diff specimens 
accuracy of the observations at the were assayed, with an over-all ac- 
designated levels was as follows: curacy of 98.6 percent. 


Available at all pharmacies in plastic dispensers of approximately 100 tests. 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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Conventions and 
meetings 


Announcements 


> American Osteopathic Associa- 
tion, Sixty-Second Annual Conven- 
tion, Sheraton-Park and Shoreham 
Hotels, Washington, D.C., July 14- 
18. Program Chairman, Richard O. 
Brennan, 1115 W. Alabama St., 
Houston 6, Tex. 


Academy of Applied Osteopathy, annual 
meeting, Shoreham Hotel, Washington, 
D.C., July 17-18. Secretary, Margaret 
W. Barnes, P.O. Bin 1050, Carmel, 
Calif. 


American College of General Practition- 
ers in Osteopathic Medicine and Sur- 
gery, general assembly, Sheraton-Park 
Hotel, Washington, D.C., July 16. Sec- 
retary, A. J. Schramm, 5880 San Vi- 
cente Blvd., Los Angeles 19. 


American College of Neuropsychiatrists, 
annual meeting, Sheraton-Park Hotel, 
Washington, D.C., July 11-13. Secre- 
tary, Don C. Littlefield, 4320 Atlantic 
Ave., Long Beach 7, Calif. 


American College of Osteopathic Intern- 
ists, annual meeting,’ Waldorf Astoria 
Hotel, New York City, October 2-4. 
Program Chairman, H. Earle Beasley, 
189 Bay State Rd. Boston 15, Mass. 
Secretary, Glennard E. Lahrson, 460 
Staten Ave., Oakland 10, Calif. 


American College of Osteopathic Pedia- 
tricians, annual meeting, Sheraton-Park 
Hotel, Washington, D.C., July 10-13. 
Secretary, Myron D. Jones, Osteopath- 
ic Hospital of Kansas City, 926 E. 11th 
St., Kansas City 6, Mo. 


American College of Osteopathic Sur- 
geons, annual meeting, Statler Hotel, 
Boston, October 26-30. Executive Sec- 
retary, Mrs. E. F. Martin, Box 474, 
Coral Gables 34, Fla. 


American Osteopathic Academy of Or- 
thopedics, annual meeting, Statler Ho- 
tel, Boston, October 26-30. Secretary, 
J. Paul Leonard, 2673 W. Grand Bivd., 
Detroit 8, Mich. 


American Osteopathic College of Anes- 
thesiologists, annual meeting, Statler 
Hotel, Boston, October 26-30. Secre- 
tary, Crawford M. Esterline, Box 155, 
Kirksville, Mo. 


American Osteopathic College of Derma- 
tology, annual meeting, Sheraton-Park 


Hotel, Washington, D.C., July 14-15. 


Secretary, Llewelyn T. Holden, 145 
Pier Ave., Hermosa Beach, Calif. 


American Osteopathic College of Pathol- 
ogists, annual meeting, Sheraton-Park 
Hotel, Washington, D.C., July 14-15. 
Secretary, Arthur L. Wickens, Mt. 
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- COW’S MILK ALLERGY IN INFANTS 


RECOGNIZABLE‘ eczema 


asthma ° persistent rhinitis ¢ hyper- 
irritability colic diarrhea * vomiting 
(pylorospasm) ¢ cough ¢ nasal stuffiness 
all these symptoms have been traced to 


cow's milk allersy TREATABLE 


MULL-SOY 


several investigators report that substitution of 
MULL-SOY for cow’s milk usually results in prompt 
and often dramatic remission of symptoms when cow’s 
milk is the offender. 


MULL-SOY...pioneer hypoallergenic alterna- 
tive to cow’s milk...now even better in palat- 
ability, lighter color, freedom from loose stools, 
in promoting normal growth and development. 
Easily digested and assimilated, free of added po- 
tential allergens, high in unsaturated fatty acids. 


MULL-SOY> BREMIL+* DRYCO BETA LACTOSE KLIM 
products of BORDEN’S PHARMACEUTICAL DIVISION, 350 Madison Avenue, N.Y.17 
*a comprehensive bibliography on cow's milk allergy is available to interested physicians. 


Clemens General Hospital, 1000 Har- 
rington Blvd., Mt. Clemens, Mich. 


American Osteopathic College of Physical 
Medicine and Rehabilitation, annual 
meeting, Sheraton-Park Hotel, Wash- 
ington, D.C., July 14. Secretary, John 
A. Schuck, College of Osteopathic Phy- 
sicians and Surgeons Rehabilitation 
Center, 1739 Griffin Ave., Los Angeles 


American Osteopathic College of Radi- 
ology, annual meeting, Statler Hotel, 
Boston, October 26-30. Secretary, F. A. 
Turfler, Jr., South Bend Osteopathic 
Hospital, 2515 E. Jefferson Blvd., South 
Bend 15, Ind. ° 


American Osteopathic Hospital Associa- 


tion, annual meeting, Statler Hotel, 
Boston, October 26-30. Executive Sec- 
retary, Mr. R. P. Chapman, 4000 Brady 
St., Davenport, Iowa. 


Association of Osteopathic Publications, 
annual meeting, Shoreham Hotel, Wash- 
ington, D.C., July 12. Secretary, Miss 
Josephine Seyl, 212 E. Ohio St., Chi- 
cago ll. 


British Osteopathic Association, June 20- 
21. Secretary, Thurston True, Andrew 
Still House, 24-25 Dorset Sq., London 
N.W. 1. ¢ 


Canada, annual meeting, Hotel London, 
London, Ont., October 2-4. Program 
Chairman, E. S. Detwiler, 444 Water- 
loo St., London, Ont. Secretary, Miss 
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TAKE LOOK NEW DIMETANE 


There is no antihistamine better than DIMETANE for allergic protection. DIMETANE 
gives you good reasons to re-examine the antihistamine you are now using: unex- 
celled potency, unsurpassed therapeutic index and relative safety..:minimum 
drowsiness or other side effects. Has been effective where other antihistamines have 
failed. DIMETANE —xtentabs® (12 mg.) protect for 10-12 hours on one tablet. Also 
available: Tablets (4 mg.), Elixir (2 mg. per 5cc.). 


A. H. ROBINS CO., INC., Richmond 20, Virginia eee pianist 
and Viruses - Feathers - Insect Scales - Vegetable Fibers and Seeds Y 
Plant Juices + House Dust - Drugs and Chemicals « Minerals and Metals. ae j 
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Joyce S. Currie, 609 Medical Arts 
Bldg., Montreal 25. 


Council of Southern States, annual meet- 
ing, Shoreham Hotel, Washington, D.C., 
July 13. Secretary; Mr. Barton K. 
Johns, 5009 Central Ave., Tampa, Fla. 


Eastern States Osteopathic Society of 
Proctology, annual meeting, Hotel Du- 
Pont, Wilmington, Del., November 1-2. 
Program Chairman, Terrell E. Cobb, 
1379 Narragansett Blvd., Cranston 5, 
RI. Secretary, LeRoy W. Lovelidge, 
Jr. 201 E. Orange St., Lancaster, .Pa. 


Florida, annual meeting, Americana Ho- 
tel, Bal Harbour, Miami Beach, Sep- 
tember 29-October 1. Program Chair- 
man, Morton Terry, 1141 N. E. 79th 
St., Miami 38. Executive Secretary, 
Mr. Barton K. Johns, 5009 Central 


Ave., Tampa 3. 


Kansas, annual meeting, Broadview Ho- 
tel, Wichita, September 29-October 1. 
Program Chairman, Donald C. Ford, 
Mack-Welling Bldg., Lucas. Executive 
Secretary, Mr. Lloyd L. Hall, 121 E. 
8th St., Topeka. 


Louisiana, annual meeting, Lake Charles, 
October 23-25. Secretary, V. L. Whar- 
ton, Box 511, Lake Charles. 


Maine, annual meeting, Samoset Hotel, 
Rockland, June 26-28. Program Chair- 
man, Robert J. Meehan, 223 Main St., 
Rockland. Executive Secretary, Mr. 
George R. Petty, Monmouth. 


Michigan, annual meeting, Civic Audito- 
rium, Grand Rapids, October 6-8. Pro- 
gram Chairman, Emmett Binkert, 
Carson City Hospital, Carson City. 
Executive Secretary, Mr. Floyde E. 
Brooker, 81 Glendale, Highland Park 3. 


National Osteopathic Guild Association, 
annual meeting, A.O.A. Central Office, 
Chicago, November 14-16. Correspond- 
ing Secretary, Mrs. Robert Witta, Jr., 
335 Wynwood Rd., York, Pa. 


Nebraska, annual meeting, Fontenelle Ho- 
tel, Omaha, September 26-27. Execu- 
tive Secretary, Mr. Robert H. Down- 
ing, Security National Bank Bldg., 
Superior. 


New York, annual meeting, Hotel Stat- 
ler, Buffalo, October 11-12. Program 
Chairman, Wesley C. Luther, 198 Union 
St., Hamburg. Secretary, C. Fred 
Peckham, 27 W. Bridge St., Oswego. 


North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 23-25. 
Program Chairman-Secretary, S. Dales 
Foster, 710 Public Service Bldg., Ashe- 
ville. 


Osteopathic College of Ophthalmology 
and Otorhinolaryngology, annual meet- 
ing, Warwick Hotel, Philadelphia, Sep- 
tember 29-October 1. Program Chair- 
man, John W. Sheetz, Jr., 2065 N. 63rd 
St., Philadelphia 31. Executive Secre- 
tary, Arthur A. Martin, Box 472, 
Kirksville, Mo. 


Soaety of Divisional Secretaries, annual 
meeting, Shoreham Hotel, Washington, 
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ME: 2:30 p.m. 


*Calmitol is the non-sensitizing antipruritic supplied as Ointment in 
1%4-0z. tubes and 1-lb. jars, and as Liquid, for more stubborn pruritus, 
in 2-0z. bottles by Thos. Leeming & Co., Inc., New York 17, N.Y. 


D.C., July 11-12. Secretary, Mr. Paul 
D. Adams, 325 E. McCarty St., Jeffer- 
son City, Mo. 


Vermont, annual meeting, Green Moun- 
tain Inn, Stowe, September 23-25. 
Program Chairman, J. Malcolm Mac- 
Donald, 3 S. Main St., Rutland. Clerk- 
treasurer, Marian N. Rice, 8 Court St., 
Windsor. 


Western States Osteopathic Society of 
Proctology, annual meeting, Texas Ho- 
tel, Fort Worth, Texas, October 6-8. 
Program Chairman, Clarence R. Wool- 
sey, 1118 Third St. Corpus Christi, 
Texas. Secretary, Earle F. Waters, 925 
E. South Temple St., Salt Lake City 
2, Utah. 


State and 
national boards 


ALABAMA 
Examinations June 24-26. Address D. 
G. Gill, M.D., secretary, Board of Medi- 
cal Examiners, State Office Bldg., Mont- 
gomery 4. 


ARIZONA 


Those interested in professional ex- 
aminations should contact Russell Peter- 
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PHONE 
7 TO: Dr. Burson 
cauep BY: Mrs- Keegan 
MESSAGE: She was about to leave on @ 
vacation trip with the family and wanted a. 
; to know the name of that ointment for as iis 
insect pites and poison ivy you always 
a | recommend told her Calmitol - 
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TEN YEARS or ECG procrRzss 


LL. ten short years, Burdick has achieved 
a place of distinction in the field of electrocar- 
HEH diology. Based on a firm foundation of 45 
a # years in the electromedical industry, Burdick 
electrocardiographs have won a distinct place 
i for themselves in the world of modern medi- 
ii? cine. However proud we are of the past, it is 
; the future that we view with anticipation. 

Burdick research teams are constantly 
seeking ways to improve basic electromedical 
equipment — and to develop new diagnostic 
and therapeutic aids. For example, two-speed 
Burdick electrocardiographs have been made 
for experimental purposes and will be avail- 
able for sale generally as the demand for two- 
speed equipment develops. 

Contact the Burdick dealer in your area, 
‘ or write us for information on our modern 
line of electrocardiograph equipment. 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 
Branch Offices: New York ® Chicago ® Atlanta © Los Angeles 
Dealers in all principal cities 


son, D.O., secretary, Osteopathic Board 
of Registration and Examination in Med- 
icine and Surgery, 2747 East McDowell 
Rd., Phoenix. 

Basic science €xaminations September 
16 at the University of Arizona, Tucson. 
Applications must be filed two weeks 
prior to examinations. Address Mr. Her- 
man E. Bateman, secretary, Basic Science 
Board, University of Arizona, Tucson. 


COLORADO 

Basic science examinations September 
3-4 at second floor lecture room, Y.M.C.A. 
Building, E. 16th Ave. and Lincoln St. 
Applications must be filed by August 20. 
Address Esther B. Starks, D.O., secre- 
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tary, Basic Science Board, 1459 Ogden 
St., Denver 18. 


CONNECTICUT 
Examinations July 8-9. Applications 
must be filed by June 24. Address Frank 
Poglitsch, D.O., secretary, Osteopathic 
Examining Board, 300 Main St., New 
Britain. 


DELAWARE 
Examinations July 8-10. Address Jo- 
seph S. McDaniel, M.D., Board of Medi- 
cal Examiners, 229 S. State St., Dover. 


GEORGIA 
Examinations July 1 at Atlanta. Ad- 


dress Mr. C. L. Clifton, joint secretary, 
State Examining Boards, State Capito} 
Atlanta. 


HAWAII 

Examination dates by Territorial Law 
are usually the first Wednesday, Thurs. 
day, and Friday of January, April, July, 
and October. One of these dates is set 
for examination after approval of the 
candidate’s application by the Board. Ad- 
dress Frank O. Gladding, D.O., secre- 
tary, Board of Osteopathic Examiners, 
504 Kauikeolani Bldg., Honolulu 13. 


IOWA 


Basic science examinations July 8 at 
the Capitol Building, Des Moines. Ad- 
dress Elmer W. Hertel, Ph.D., secretary, 
Board of Basic Science Examiners, Wart- 
burg College, Waverly. 


MARYLAND 
Examinations in June at Baltimore, 
Address Christopher L. Ginn, D.O., sec- 
retary, Board of Osteopathic Examiners, 
19 W. Mulberry St., Baltimore 1. 


MASSACHUSETTS 
Examinations July 8. Address Robert 
C. Cochrane, M.D., secretary, Board of 
Registration in Medicine, Room 37, State 
House, Boston 33. 


MONTANA 
Examinations in September. Address 
Asa Willard, D.O., secretary, Board of 
Osteopathic Examiners, Wilma Bldg. 
Missoula. 


NEVADA 
Basic science examinations July 8. Ad- 
dress Donald G. Cooney, Ph.D., secretary, 
Board of Examiners in the Basic Sci- 
ences, Box 9005, University Station, Reno. 


NEW HAMPSHIRE 
Examinations September 10-12. Ad- 
dress John S. Wheeler, M.D., secretary, 
Board of Registration in Medicine, State 
House, Concord. 


NEW JERSEY 
Examinations on June 17. Address: Pat- 
rick H. Corrigan, M.D., acting secretary, 
Board of Medical Examiners, 28 W. 
State St., Trenton 8. 


NEW MEXICO 


Basic science examinations July 20. 
Address Mrs. Marguerite Cantrell, secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


NORTH CAROLINA 
Examinations July 3 at Raleigh. Ap- 
plications must be filed by June 18. Ad- 
dress F. R. Heine, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, 108 Kensington Rd., Greensboro. 


NORTH DAKOTA 
Examinations July 12 at Minot. Appli- 
cations must be filed by June 15. Address 
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BLOOD FACTORY 


VITAMIN 
B COMPLEX 


INSPECTOR OF 
BLOOD CELLS 


The preferred hematinic with PEPTONIZED tron 


Peptonized iron is virtually predigested. It is Each fluidounce contains: 

absorbed as well as ferrous sulfate, and is one- 
tenth as irritating to the gastric mucosa. Manganese citrate, soluble . 158 mg. 
Anemias refractory to other forms of iron will — ; 
often respond promptly to Livitamin therapy. 


Nicotinamide 
The Livitamin formula, containing the B 


i i Pantothenic acid 
complex, provides integrated therapy to cor rans 


rect the blood picture, and to improve appetite 
and digestion. 


The S.E. MASSENGILL Company 


BRISTOL, TENNESSEE 
KANSAS CITY e SAN FRANCISCO 


Capito, 
Thurs. 
July, 
set 
of the | 
PEPTONIZED IRON <=) LIVER 
<P, VITAMIN Biz 2.348 =. 
DEPT. 
Og? 8 SHANE 
yl YN gat 
ry, 
te 
mg. 
. mg. 
Rice branextract ..... 1Gm. 


focus on peptonized iron 


More rapid response in 
iron-deficient anemias. 


Free from tendencies to disturb 
digestion. (One-tenth as irritating 
to the gastric mucosa as 

ferrous sulfate.) 

Non-astringent. 


Absorbed as well as ferrous sulfate. 


*Keith, J.H.: Utilization and Toxicity of Peptonized Iron 
and Ferrous Sulfate, Am. J. Clin. Nutrition 1:35 (Jan.-Feb., 
1957). 


The S.E. MASSENGILL Company 


Current studies* show peptonized iron— 


One-third as toxic as ferrous sulfate. 


For predictable therapeutic advantages... 


=A 


Currently, mailings. will be 
forwarded only at your request. 
Write for samples and litera- 
ture. 


BRISTOL, TENNESSEE 
NEW YORK e KANSAS CITY e SAN FRANCISCO 


>. 
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what is COSA: 


COSMA.-TETRACYN? 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


This excellently tolerated formu- 
lation provides highest, fastest 
blood levels of tetracycline, the 
most widely used broad-spectrum 
antibiotic. Capsules (black and 
white) 250 mg. and 125 mg.; 
orange-flavored Oral Suspension, 
125 mg. per 5 cc. 
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an 
entirely new 
concept 

in broad-spectrum 


Cosa is an abbreviation for glucosamine, a basic substance 
older than man himself, found throughout the human body 
and in the whole spectrum of nature—lobster shells . . . 
mother’s milk .. . eggs . . . gastric mucin. . . . It achieved new 
importance when Pfizer scientists discovered that this 
interesting compound provided 
the following significant advantages 
when added to antibiotics such as 
tetracycline and oxytetracycline: 
1. Higher, faster antibiotic blood levels? . 
2. More consistent high antibiotic blood levels? 
3. Effective, well-tolerated broad-spectrum therapy*:4.5 
4. Safe, physiological potentiation with glucosamine, 
a nontoxic human metabolite®.7.8 


References: 1. Welch, H.; Wright, W. W., W.: 


& Clin. Therapy 5:52 nf nee ). 1958. 2 - Carlozzi, M.: Ibid. 5:146 
(Feb. 1958. 3. Shalowitz, M Rev. 1:25 (April) Stone, 
M. L.;. Bamford, J., and Med. & 5:322 


( May) 5. Cornbleet, Chesrow: E.. and Barsky, S.: 5:328 
(May) 1958. 6. R., and Clarke, D. : J. Clin. faves. 173 
. Jimenez-Diaz C.; Agu suite, at and A : Bull. 

t. M. Madrid 6:187 (Oct. -Dec. Pogell, B. M., 
a Lieb, W.: A.M.A. Arch. Ophth. 5 hry (March) 1957. 


Your patients will do better when you choose COXA antibiotics 


COSA\-SIGNEMYCIN* 
TRIACETYLOLEANDOMYCIN GLUCOSAMINE- 
POTENTIATED TETRACYCLINE 


Provides broad-spectrum anti- 
biotic activity (Cosa-Tetracyn) 
plus triacetyloleandomycin effec- 
tiveness against many organisms 
resistant to currently used anti- 
biotics. Recommended for home 
or office where sensitivity testing 
is difficult or impractical. Capsules 
(green and white) 250 mg. and 
125 mg. 


Researching the future—today Prizer LasoraTonries, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


-TERRAMYCIN* 


OXYTETRACYCLINE WITH GLUCOSAMINE 


A proven standard in antibiotic 
therapy for over 8 years now 
significantly improyed through (1) 
glucosamine potentiation, (2) ad- 
ditional recrystallizations for maxi- 
mum purity. Capsules (yellow) 
250 mg. and 125 mg.; peach- 
flavored Oral Suspension, 125 mg. 
per 5 ce. 


*Trademark 
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AN AMES CLINI 


is there any correlation between 
the amount of protein in urine and 
the grade of heart failure? 


Yes. There is a fairly positive correlation. 
Source —Race, G. A.; Scheifley, C. H., and Edwards, J. E.: Circulation /3:329, 1956. 


Proteinuria In Cardiac Failure 


0 10 


Mg. % Protein 
20 3 40 SO 6& 70 8 9% 100 


8 x 
I (31 patients) < 


23 patients 


IV (11 patients) 


7 patients 


“‘dip-and-read’”’ tests 
adjuncts in Clinical Medicine 


ALBUSTI X Reagent strips for proteinuria 


TRADEMARK 


KETOSTIX Reagent strips for ketonuria 


TRADEMARK 


CLI N ISTIX" Reagent strips for glycosuria 


AMES COMPANY, INC - ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


John O. Thoreson, D.O., Board of Os- 
teopathic Examiners, New Provident Life 
Bldg., Bismarck. 


OREGON 
Examinations July 16-17 at Portland. 
Applications must be filed by June 16. 
Address Mr. Homer I. Bobbitt; executive 
secretary, Board of Medical Examiners, 
609 Failing Bldg., Portland 4. 


RHODE ISLAND 

Professional examinations July 3-4 at 
Providence. Address Mr. Thomas B. 
Casey, Administrator of Professional 
Regulation, 366 State Office Bldg., Provi- 
dence. 

Basic science examinations in August 
at the State Office, Providence. Applica- 
tions must be filed 21 days prior to ex- 
aminations. Address Mr. Casey. 
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SOUTH CAROLINA 
Examinations June 17 at Columbia. 
Address Ernest A. Johnson, D.O., secre- 
tary, Board of Osteopathic Examiners, 
Box 525, Summerville. 


SOUTH DAKOTA 
Examinations July 15-16. Address Mr. 
John C. Foster, executive secretary, 
Board of Medical and Osteopathic Ex- 
aminers, Room 300, First National Bank 
Bldg., Sioux Falls. 


TENNESSEE 


Professional examinations in August. 
Address M. E. Coy, D.O., secretary, 
Board of Examination and Registration 


for Osteopathic Physicians, 1226 High-- 


land, Jackson. 
Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 


secretary, Board of Basic Science Ex- 
aminers, 874 Union Ave., Memphis 3, 


VERMONT 
Examinations July 23-24 at Montpelier, 
Applications must be filed by July 10, 
Address Charles D. Beale, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, Mead Bldg., Rutland, 


WASHINGTON 

Professional examinations July 14-16 at 
the University of Washington, Seattle. 
Applications must be filed 15 days prior 
to examinations. Address Mr. Edward C, 
Dohm, secretary, Professional Division, 
Department of Licenses, Olympia. 

Basic science examinations July 14-16 
at the University of Washington, Seattle. 
Applications must be filed 15 days prior 
to examinations. Address Mr. Dohm. 


WEST VIRGINIA 
Examinations and processing of appli- 
cations for reciprocity June 16-17 at the 
Kanawha Hotel, Charleston. Address 
Donald C. Newell, D.O., secretary, Board 
of Osteopathy, Box 611, Oak Hill. 


WISCONSIN 

Professional examinations July 8-9 at 
Milwaukee. Address Thomas W. Tor- 
mer, Jr., M.D., secretary, Board of Medi- 
cal Examiners, State Office Bldg., 1 W. 
Wilson St., Madison. 

Basic science examinations September 
19 at Madison. Applications must be filed 
by September 11. Address Mr. W. H. 
Barber, secretary, Board of Examiners in 
the Basic Sciences, Ripon College, Ripon. 


Reregistration 
of osteopathic licenses 


During June—Hawaii, $5 residents, $2 
for nonresidents. Address Frank O. Glad- 
ding, D.O., secretary, Board of Osteo- 
pathic Examiners, 504 Kauikeolani Bldg., 
Honolulu 13. 


During June—Illinois, $6. Licenses 
must be renewed biennially on even num- 
bered years. Address Mr. Frederic B. 
Selcke, Superintendent of Registration 
and Education, State House, Springfield. 


On or before June 30—Missouri, $2. 
Address F. C. Hopkins, D.O., secretary, 
Board of Osteopathic Registration and 
Examination, 205 N. 4th St., Hannibal. 


Before June 30—Delaware, $20. Ad- 
dress Joseph S. McDaniel, M.D., secre- 
tary, Board of Medical Examiners, 229 
S. State St., Dover. 


June 30—Virginia, $1. Address K. D. 
Graves, M.D., secretary, Board of Medi- 
cal Examiners, 631 First St., S. W., Roa- 
noke. 


On or before July 1—New Mexico, $5. 
Address H. E. Donovan, D.O., secretary, 
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Board of Osteopathic Examination and 
Registration, Route 2, Box 530, Scotts- 


dale, Ariz. 


July 1—Idaho, $10. Address Margaret 
Gilbert, Director, Bureau of Occupational 
Licenses, State House, Boise. 


July 1—Kansas, $10. Address Francis 
J. Nash, M.D., secretary, Board of Heal- 
ing Arts, New Brotherhood Bldg., Kan- 


sas City. 


July 1—Michigan, $5. Address P. Ralph 
Morehouse, D.O., assistant secretary, 
Board of Osteopathic Registration and 
Examination, 214 S. Superior St., Albion. 


July 1—North Dakota, $3. Address 
John O. Thoreson, D.O., secretary, Board 
of Osteopathic Examiners, New Provi- 
dent Bldg., Bismarck. 


July 1—Oklahoma, $2. Address G. R. 
Thomas, D.O., secretary, Board of Os- 
teopathy, 2923 N. Walker, Oklahoma 
City 3. 


July 1—West Virginia, $2. Address 
Donald C. Newell, D.O., secretary, Board 
of Osteopathy, 13714 Main St., Oak Hill. 


July 1, within period of 60 days follow- 
ing—Indiana, $5 residents, $10 nonresi- 
dents. Address Miss Ruth V. Kirk, ex- 
ecutive secretary, Board of Medical 
Registration and Examination, 538 
Knights of Pythias Bldg., Indianapolis 4. 


September 1—Ohio, $2. Address H. M. 
Platter, M.D., secretary, Medical Board, 
21 W. Broad St., Columbus 15. 


During September—Nebraska, $3. Ad- 
dress Mr. Husted K. Watson, Director 
of Bureau of Examining Boards, State 
Department of Health, Lincoln 9. 


Examination 
by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology; physiological chemistry; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
neurology and psychiatry; public health, 
including hygiene, medical jurisprudence; 
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Gentlemen: | am interested in the Pelton time-saving Autoclave. 
Please send me more information and prices on model. 


when you can sterilize 
FASTER and SAFER 
in the 


PELTON 
AUTOCLAVE 


So Easily Operated 


TRANSFER . 

After loading, simply trans- 
fer steam from reserve to 
sterilizing chamber. In only 
a few seconds, temperature 
is attained. 


DISCHARGE 
When sterilization is com- 
pleted, discharge steam to 
condenser after closing 
transfer valve and crack 
open the door. 


UNLOAD 
In a minute or two entire 
contents are removed com- 
pletely sterile and dry. The 
autoclave is ready for sec- 
ond load. 


HP-2 Otv-2 


AVAILABLE ; 
IN 3 SIZES: ithe 
Model FL-2, 
6” x12” sterilizing chamber : 
e 
Model HP-2, : 
8” x16” sterilizing chamber ; 
e 
Model LV-2, Meme 
12” x22” sterilizing chamber : Addre 
See your dealer ; City 8 Stete 


or send coupon. 


osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III 
are: anatomy; physiology ; pathology ; os- 
teopathic principles; therapeutics and 
pharmacology; surgery, ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diagno- 


. sis; public health and communicable dis- 


eases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 1 
year internship in a hospital approved by 
the American Osteopathic Association for 
intern training. Part III is given annual- 


ly at the Philadelphia, Kirksville, and Los 
Angeles colleges. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in an 
approved osteopathic college; Part III, 
satisfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 
sociation. The internship requirement does 
not apply to candidates who took Part I 
prior to July, 1950. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2. 
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Specialty 


board examinations 


ANESTHESIOLOGY 

Examinations October 25-26 at Boston. 
Applications must be filed before the 
April 1 prior to the examination date. 
Address Mrs. E. F. Martin, corresponding 
secretary, American Osteopathic Board 
of Anesthesiology, Box 474, Coral Gables 
34, Fla. 


DERMATOLOGY 
Examinations in July at Washington, 
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D.C. Applications must be filed before 
the April 1 prior to the examination date. 
Address Donald L. Gardner, D.O., secre- 
tary, American Osteopathic Board of 
Dermatology, 649 S. Olive St., Los An- 
geles 14. 


NEUROLOGY AND PSYCHIATRY 

Clinical examinations April 12-13, oral 
tests December 13-14. Applications must 
be filed before the April 1 prior to the 
examination date. Address Floyd E. 
Dunn, D.O., secretary, American Osteo- 
pathic Board of Neurology and Psychia- 
try, Osteopathic Hospital of Kansas City, 
926 E. 11th St., Kansas City 6, Mo. 


OBSTETRICS AND GYNECOLOGY 
Examinations February, 1959, at De- 


troit. Applications must be filed before 
the April 1 prior to the examination date. 
Address Jacquelin Bryson, D.O., secre- 
tary, American Osteopathic Board of 
Obstetrics and Gynecology, 3300 E. 17th 
Ave., Denver 6. 


OPHTHALMOLOGY AND 
OTORHINOLARYNGOLOGY 

Examinations September 27-28 at Phila- 
delphia. Applications must be filed before 
the April 1 prior to the examination date. 
Address Clifford C. Foster, executive sec- 
retary, American Osteopathic Board of 
Ophthalmology and Otorhinolaryngology, 
Detroit Gladys Clinical Bldg., 1388 Gladys 
Ave., Lakewood 7, Ohio. 


PATHOLOGY 

Examinations July 11 at Philadelphia. 
Applications must be filed before the 
April 1 prior to the examination date. 
Address O. Edwin Owen, D.O., secre- 
tary, American Osteopathic Board of 
Pathology, Hospital of the Philadelphia 
College of Osteopathy, 48th and Spruce 
Sts., Philadelphia 39. 


PEDIATRICS 

Clinical examinations July 8 at Phila- 
delphia, oral and written tests July 9-10 
at Washington, D.C. Applications must 
be filed before the April 1 prior to the 
examination date. Address Betsy B. Mac- 
Cracken, D.O., assistant secretary, Ameri- 
can Osteopathic Board of Pediatrics, 6007 
Melrose Ave., Hollywood 38, Calif. 


PHYSICAL MEDICINE AND 
REHABILITATION 

Examinations July 12-13 at Washing- 
ton, D.C. Applications must be filed be- 
fore the April 1 prior to the examination 
date. Address Robert C. Ruenitz, D.O., 
secretary, American Osteopathic Board 
of Physical Medicine and Rehabilitation, 
3122 W. Vernon Ave., Los Angeles 8. 


PROCTOLOGY 
Examinations July 12 at Washington, 
D.C. Applications must be filed before 
the April 1 prior to the examination date. 
Address Carlton M. Noll, D.O., secretary, 
American Osteopathic Board of Proctol- 
ogy, Box 47, Evergreen, Colo. 


RADIOLOGY 
Examinations October 24-25 at Boston. 
Applications must be filed before the 
April 1 prior to the examination date. 
Address D. W. Hendrickson, D.O., secre- 
tary, American Osteopathic Board of 
Radiology, 3429 E. Douglas Ave., Wich- 

ita 8, Kans. 


SURGERY 

Examinations October 25-26 at Boston. 
Applications for examination in specialty 
fields of surgery, gynecological surgery, 
neurosurgery, orthopedic surgery, periph- 
eral vascular surgery, must be filed prior 
to April 1. Address Mrs. E. F. Martin, 
corresponding secretary, American Osteo- 
pathic Board of Surgery, Box 474, Coral 
Gables 34, Fla. 
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New trends in 
occupational health 
programs* 


Dr. H. Glenn Gardiner 
Medical Director, Indiana Harbor Works, 
Inland Steel Co., East Chicago, Ind. 


The inclusion of the words “trends” 
and “new” necessitate establishing a base 
from which to launch. 

To identify the subject matter, I avoid 
the highly technical changes in the com- 
plex field of chemistry generally and the 
atomic energy area particularly. The 
more technical phases of these special 
fields seldom concern the nurse and few 
physicians. Yet, the impact of these de- 
velopments is felt throughout the indus- 
try. 

Going back to the beginning trends in 
occupational health in 1937 we will first 
discuss the field of patient care. Few im- 
portant medications used then are still in 
use today. Of course, the principles of 
good, clean, basic surgical care have not 
changed. Some antiseptics today were 
then new and still to prove themselves. 
Tetanus antitoxin was widely used, but 
their problem of serum sickness and vari- 
ous other potential allergic phenomena 
attendant to its use is still with us today. 
Immunization of large groups with boost- 
er shot follow-ups was not yet practiced. 

None of our present battery of chemo- 
therapeutics and antibiotics were then 
available. There were such things as 
antitoxins, specific antisera, vaccines of 
general and specific types, the mysterious 
bacteriophages and immunogens being 
used with hope, but the effectiveness nev- 
er approached the success we now rou- 
tinely anticipate with our medicines. 

Many adjuncts of yesteryear are little 
used or unknown today. Similarly, the 
diseases they were calculated to control 
are little known or rarely seen today: 
functional knowledge of fluid and elec- 
trolyte balance, early postoperative am- 
bulation, internal fixation materials (met- 
al alloys) used in bone surgery such as 
intramedullary pins and plates better tol- 
erated by the tissues. Plastic and metal 
suture materials producing little or no 
tissue reaction are further examples of 
technical progress in traumatic surgery. 
Amphetamines and antihistamines have 
come into their own. 


WORKMEN’S COMPENSATION LAWS 


Secondly, 1937 was the year of legal 
awareness of occupational disease. For 
the first time industry and the business 
firms concerned with Workmen’s Com- 
pensation were forced to take cognizance 
of liability for certain occupational dis- 
eases. 

The big bad monster was silicosis. 
How well I remember the fear and con- 


*Presented at the sessions of the 45th annual 
National Safety Congress, October 21-25, 1957. 
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The ever-increasing interest in intra- 
arterial pressure emphasizes today’s 
need for a meaningful degree of ac- 
curacy in its measurement. 

The use of a true mercury-gravity in- 
strument assures you of consistent, 
dependable bloodpressure readings. 


sternation in Industry and Casualty In- 
surance Carriers of Workmen’s Compen- 
sation when legislation enforced these 
responsibilities. So littlke was known 
about the disease at that time. The wide- 
spread industrial exposure to free silica 
was fantastic. Some people predicted total 
bankruptcy for industry and the allied in- 
surance people. Time and reason have 
taken the place of fear. : 
Silicosis is known, but completely con- 
trollable in our modern industry by bet- 
ter housekeeping, improved handling tech- 


* niques, substitution of safer, yet suitable 


materials and where necessary, the use of 
personal protective equipment. Manage- 
ment has been compelled to change its 
attitude or be penalized by legal action. 
Desirable working conditions as contrast- 
ed to minimal legally allowable conditions 
have many favorable aspects which pay 


off in the long run, both directly and in- 
directly. 

Now occupational disease must em- 
brace many things: the pneumoconioses, . 
the dermatoses and the many toxic expo- 
sures. The hazard of the uncontrolled 
exposure of lead fumes, benzol, carbon 
tetrachloride, beryllium, cadmium, tri- 
chlorethylene, insecticides, and now more 
recently radioactive materials have opened 
a new field for exploration. 


INDUSTRY FOLLOWED LEGISLATION 


With the coming of O.D. acts, people 
realized the need for promoting occupa- 
tional health programs in industry. The 
existing units in city, county and state 
health departments were expanded—new 
departments were established where none 
existed before. Large industry found it 
economic to seek their help. Where the 


85 


fore 
id 
th 
‘ 
> peg 
: 
SC“ 
4 


problems were great and the demand ex- 
ceeded the existing facilities, some of the 
more foresighted industries developed 
their own programs. 

Large casualty insurance carriers re- 
sponsible for the smaller industries pur- 
sued the course of enlightened preventive 
medicine beyond the field of simple me- 
chanical principles of safety. Other al- 
lied groups, dedicated to saving life and 
limb created or expanded such programs, 
notably, the National Safety Council, the 
American Medical Association and the 
Industrial Hygiene Foundation. Pre-em- 
ployment physical examinations, including 
chest x-rays, were desirable in most in- 
dustries and a must in others. Selective 
placement became’ a reality to employ 
certain people without liability risks to 
employers. 


Occupational health was influenced by 
the effects of World War II. Even be- 
fore the United States became an active 
participant, industry moved into high 
gear production-wise. The resultant at- 
tendant hazards were apparent and often 
resulted from constant demands for in- 
creasing quality, as well as quantity. With 
active war declared, governmental agen- 
cies were concerned both directly and in- 
directly in all plants handling war or 
defense contracts. 

Their concern was not limited to sabo- 
tage alone, but included development of 
new products and processes. Industry 
produced large quantities of high quality 
products both old and new, and as expe- 
ditiously as possible with due regard to 
health and safety of the people producing. 
With the wartime economy, programs 
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minimize the stress of pregnancy 


with water-soluble citrus bioflavonoid: complex, 
vitamins K and C : 


with phosphorus-free calcium 


with ferrous iron, By2, folic acid, copper, 
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previously considered too expensive sud- 
denly began. The cost plus war contracts 
allowed the introduction of things long 
wanted and considered worthwhile. In 
the health field particularly these pro- 
grams were favored. 


WAR EXPANDED INDUSTRY SAFETY 


With the O.D. acts and World War II, 
occupational health came of age and 

gathered momentum. The unprecedented 
post war prosperity has been a potent 
factor. The creation of new groups and 
expansion of old groups represented phy- 
sicians, nurses, hygienists, dentists and 
physicians. A board of occupational 
health as a subspecialty of preventive 
medicine with public health and aviation 
medicine has come into being. Special 
training at postgraduate level is now 
available in a number of medical schools 
for special degrees certifying training and 
proficiency in this field. 

Competition exists between the various 
organizations representing the interests 
of the professional people but it is a 
healthy, cooperative competition, adding 
to the accomplishments of each other 
and the ultimate goals of all. 


In the field of occupational health, 
safety and health are inseparable. Indus- 
try has learned that it is economic to give 
formal attention to matters pertaining to 
health and safety. Large industries pro- 
vide their own, small industries buy from 
or through insurance carriers or groups 
providing medical, dental, nursing, hy- 
giene, engineering or other applicable 
services. More professional people are 
devoting part or all their time to prob- 
lems related to occupational health than 
ever before. 

Permanent impairment, time lost from 
work and the mortality and morbidity of 
occupational origin is at an all time low 
per unit produced. Our old problems are 
largely controlled, and new problems an- 
ticipated and minimized. Those escaping 
temporarily are soon identified, classified 
and dealt with. More and more the ex- 
pert is called during the planning stage. 
By this means the recognizable hazard 
in the new product or process is consid- 
ered and often with great economic ad- 
vantage. The delay in marketing a prod- 
uct after discovering an unsafe process 
can be disastrous. Materials or proce- 
dures can be altered when anticipating a 
toxic hazard of intolerable scope will 
occur. 


CONTROL ENVIRONMENT FOR HEALTH 


Environmental controls by the engi- 
neering and occupational hygiene ap- 
proach in the better organized plants 
give attention to minute details. Not only 
hazards, but nuisance problems receive 
attention. Dust, gas, smoke, fumes and 
vapors which may be a community, as 
well as a plant problem, are seen. The 
very presence of these things in some 
manufacturing processes may indicate an 
inefficient or uneconomic operation, and 
correction would serve a multiple benefit. 
Also, under this general program are 
food available to workers, its prepara- 
tion, handling and disposition in a safe, 
clean, appetizing manner, a place to eat, 
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and garbage and sewage disposal in a 
safe and acceptable fashion. 

Water pollution is often a greater prob- 
lem than air pollution. The sportsman 
and the nature conservationist, backed up 
by laws, keep us alert to the dangers and 
damages of polluting lakes and streams. 
Sanitary facilities, bath water, drinking 
water, salinized as a convenience if gen- 
eral plant area is hot and pest control, 
should not be overlooked in the area of 
environmental control. 

The rapid developments in chemistry 
and physics are almost beyond compre- 
hension. Competition brings almost a 
daily announcement of an improved prod- 
uct, something that will do more for less 
and easier. With this comes the prob- 
lems of employees’ danger in toxicity of 
products, its basic components, its by- 
products, its production techniques, and 
also the hazard to the community, the 
ultimate consumer, the consumer’s neigh- 
bor and customers. Here we are talking 
about the present day insecticides, the sol- 
vents, i.e, hydrocarbon derivatives such 
as in the rubber and synthetic rubber in- 
dustry, and the radioactive materials. 
Geiger counters are now as commonplace 
to the hygienists as was the impinger a 
few years ago. 

More pre-employment physical exami- 
nations are being carried out. Fewer 
injuries per unit produced are encoun- 
tered. Earlier treatment and new tech- 
niques with present medications hastens 
healing with less production time loss 
and less permanent impairment residual. 
Union Health Centers are daily assuming 
a more important role in the health mat- 
ters of the worker, his family and the 
community. 

Far more nurses are employed in in- 
dustry and their presence and proper 
functions are better understood and sup- 
ported by management. The need for 
their collaboration with the physician re- 
sponsible for the plant health program is 
soundly established, but not practiced as 
closely as desired in many instances. 


EDUCATION AIDS O.D. 


With the advent of visual aids in train- 
ing and safety programs, we have the 
most advanced media for health educa- 
tion purposes, for on-the-job and off- 
the-job activities. These messages relate 
not only to the employee, but the various 
members of his family. Perhaps more 
familiar are the health messages present- 
ed through payroll envelope inserts, bul- 
letin board and various magazines, news- 
paper and other media. The trend is 
increasing utilization of services through 
effective application of expert knowledge 
in a broadening and growing field of spe- 
cialization. 


TWENTY YEARS INCREASED PROBLEMS 
Are all of our problems solved? Not 


by a long way. Automation and indus- - 


trial research and progress generally will 
see that this does not occur. The effects 
and affects upon emotions and morale 
may create problems not easily solved. 
This has increased the need for nurses, 
psychologists, physicians and other spe- 
cially trained personnel. The newer drugs 
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termed “tranquilizers” have proven help- 
ful when used judiciously. 

Now 20 years after the O.D. furor of 
1937 are we facing a problem of similar 
size and similar concern? Strangely and 
coincidentally we are. Noise and occupa- 
tional deafness right now is a very major 
concern of many industries, businesses 
and casualty insurance companies, similar 
to the near-panic from the early version 
of silicosis. 

Recently we learned a great deal about 
noise and its harmful effects on human 
hearing. There is still a great deal to be 
learned. Some of the early hysteria is 
abating. Representatives of joint commit- 
tees of medical specialists and others are 
releasing conclusions on the basis of our 
present knowledge for guidance. We can 
not yet say with reasonable certainty 
some of the things that must be said and 


sustained before legislation amends the 
Workmen’s Compensation Laws. 

Workmen’s compensation is a means of 
providing a cost of living during periods 
of disability due to occupational illness 
or injury and to offset the loss of future 
earning capacity (based on past expe- 
rience of the individual) of a person 
permanently impaired by occupational ill- 
ness or injury. Some states still provide 
little or no remedy under the law for the 
employee, and there is a great disparity 
between benefits provided in the states. 
Due to the lag in our legislative system, 
no state provides adequately and probably 
never will unless a more practical, flex- 
ible, realistic, applicable formula is legis- 
lated to follow the constantly. changing 
cost of living. 

Amendments to Workmen’s Compensa- 
tion acts in recent years have done little 
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She’s Been SONATED 


She’s just one of more than a million patients 
who have been treated with Ultrasound by 
the more than 20,000 physicians using 
Ultrasonics in their practices. If you are 
thinking of buying an Ultrasonic examine the 
mechanical features: look at the transducer. 
Is it adaptable (adjustable) to all five of 

the recommended treatment positions ? Is the 
crystal small enough (5CM? is the experts’ 
choice) to treat the concave areas ? 

Is the electronic circuit stable so that output 
remains constant throughout treatment ? 

Is the dosage always what reads on the meter ? 
Is the manufacturer experienced in 
producing equipment for the medical 
profession ? Does he have dealers everywhere 
to give you service when you need it ? 

You owe it to yourself to know the answers 
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Reports from Investigators 


In medical student volunteers, 
‘Deaner’ produced increased daytime 
energy and attentiveness at lectures, 
sounder sleep (with a reduction in 
the hours of sleep needed), better 
ability to concentrate on both study- 
ing and writing, decreased apprehen- 
siveness prior to and during examina- 
tions, a more affable mood and 
outspoken personality. 
1. Murphree, H.B., Jr.; Jenney, E.H., and 
Pfeiffer, C.C.: 2-Dimethylaminoethanol as a 
Central Nervous System Stimulant. Presented 
before Assoc. for Research in Nervous and 


Mental Disease, New York, Dec. 12-14, 1957. an 


To be published. 


In Exhaustion and Depression—In 
a study of over 100 patients suffering 
from various psychiatric disorders, 
especially exhaustion and mild de- 
pression, the clinical effect of 
“‘Deaner’ was to increase energy and 
to relieve depression in over 70%. 
2. Lemere, F., and Lasater, J.H.: Am. J. 
Psychiat. 114:655 (Jan.) 1958. 
In Learning Problems—Some of the 
children with reading problems and 
other learning defects have improved 
markedly during their treatment with 
‘Deaner’. 3. Octtinger, L.: To 
be published. 
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2-dimethylaminoethanol (deanol) 


A Totally New Molecule for the Treatment of 


Chronic Fatigue States 
Depression 

Chronic Headache 

Migraine 

Neurasthenia 


In extensive clinical trials, DEANER has proved to be of value in that large 
contingent of patients with vague, undefined symptoms, who feel under par 
and lack energy or are mildly depressed. 


Patients with chronic headache including migraine are benefited. 


Advantages of ‘Deaner’ 


Effects come on gradually and are prolonged... Dosage 

. ‘ a Initially, 1 tablet (25 mg.) daily in 

Without causing hyperirritability, jitteriness or the morning, Meintenance dose, 1 
emotional tension . .. to 3 tablets (25 mg. to 75 mg.) for 

adults; % to 3 tablets for children. 


Without causing excess motor activity ... Fell two 


Without causing loss of appetite . ... or more of therapy. 
‘ ° ‘Deaner’ is supplied in 25 mg. 
Without elevating blood pressure or heart rate... I tablets in bottles of 100. 


Without sudden letdown on discontinuance of 


therapy. 
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ANEMIA? 


Your examination strongly suggests patient anemia. 
Here’s how you can have on-the-spot, laboratory-accu- 
rate hemoglobin determinations to confirm your clinical 
diagnosis...and check the effectiveness of progressive 
treatments. 


Used by doctors over four 
million times last year, the 
AO Hb-Meter can deliver 
hemoglobin determinations 
in less time than it takes to 
make an oral temperature 
reading. 


A drop of blood is placed on the glass 
slide, agitated with an applicator, in- 
serted in the instrument and the reading appears directly 
on the built-in scale. 


Pocket-size...you can use it anywhere. 


Ask your Surgical Supply dealer for a demonstration or write: 


© American Optical Company 


INSTRUMENT DIVISION ¢ BUFFALO 15, N. Y. 


to improve the situation. In addition, the 
imterpretation of the existing acts by po- 
litically qualified, but otherwise unquali- 
fied representatives, have led to wide- 
spread abuses which embrace the creep- 
ing socialism so despised in principle by 
many of us. There is no doubt that there 
are many people deserving of help from 
public funds, yet this scarcely constitutes 
reason for calling upon Workmen’s Com- 
pensation benefits at the immediate ex- 
pense of industry to pay compensation 
for conditions not even remotely related 
to the man’s job, simply because there is 
presently no other place wherein money 
can be made available to him. Industry 
has been and continues to be the whipping 
boy of our inadequate social system as it 
exists today in the legal sense. 


We must say something to discourage 
complacency, carelessness and the indis- 
criminate use of wonder drugs, including 
tetanus antitoxin, the sulfas, penicillin 
and its derivatives and all the other 
chemical and antibiotic preparations. 
They are two-edged swords. There are 
definite indications for their use and defi- 
nite contraindications, and also a broad 
area of uncertainty where good judgment 
and experience must be relied on. To date 
we have no reasonable substitute for ex- 
perience. The indiscriminate use of these 
drugs is reprehensible and at times ap- 
proaches criminal. The potential of mis- 
hap, sensitivity, etc., is great and must 
not be taken lightly. As a rule when in 
doubt, don’t. Make your mistakes on the 
safe side. 


The incidence of disability lasting eight 
days or more was 17 percent higher in 
1957 than in the preceding year among 
Metropolitan Life Insurance Company 
office and field personnel covered by the 
Company’s Group insurance program, 
Last year the rate of disabling illnesses 
and injuries was 169 per 1,000 personnel, 
compared with 144 in 1956. This rise 
represented very largely the sharp in- 
crease in disability cases during the 
fourth quarter of the year, when Asian 
influenza and other respiratory diseases 
were widely prevalent. In the last quarter 
of 1957 the disability rate for all causes 
combined, on an annual basis, was 247 
per 1,000, or 85 percent above that re- 
corded in the like period of 1956. 

Females experienced a much greater 
increase in frequency of disability than 
did male personnel. While the rate for 
men was about two fifths higher in the 
last quarter of 1957 than in the corre- 
sponding period of the year before, the 
incidence of disability among women more 
than doubled. For the year as a whole, 
the increase was less than 10 percent for 
males and about 25 percent for females. 

For all causes of disability combined, 
females recorded a higher rate than males 
throughout working life, but the magni- 
tude of the difference varied with age. 
The ratio of the female to the male rate 
was 1% to 1 under age 25, and 23% to 1 
at ages 25-44; the ratio was nearly 2 to 1 
for the range from 45 years to normal 
retirement age, but this understates the 
disparity in disability rates for the two 
sexes, because the normal retirement age 
for women is five years below that for 
men. 

Last year, the diseases of the respira- 
tory system (which do not include virus 
infections classified under “infectious and 
parasitic diseases”) ranked first among 
the causes of disability lasting eight days 
or more. Among females at ages 17-59, 
who experienced a rate of 127.0 per 1,000, 
these conditions accounted for more cases 
of disability than did all other causes 
taken together. However, among. males 
at ages 17-64 the respiratory diseases com- 
prised only one quarter. of all disability 
cases, but the proportion was as high as 
one half at ages 17-24. In view of the 
special interest in these diseases during 
the period of the influenza epidemic, ad- 
ditional details for the last quarter of 
the year were abstracted from the dis- 
ability records. The youngest workers in 
each sex—those under age 25—experi- 
enced the peak rate in October, one 
month earlier than did the personnel at 
ages 45 and over. 

For 1957 as a whole, accidental injuries 
ranked second to diseases of the respira- 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, March 1958. 
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tory system as a cause of disability 
among females, the rate being 20.3 per 
1,000 at ages 17-59 years. This was 
greater than the rate among males aged 
17-64 years, namely, 15.0 per 1,000. How- 
ever, males had the less favorable expe- 
rience under age 25, at which ages they 
recorded their highest disability rate from 
accidental injury; among females the 
peak came at ages 45 and over. 

The diseases of the digestive system 
were second in rank among males and 
fourth among females, with rates of 20.1 
per 1,000 at ages 17-64 and of 18.5 at 
ages 17-59 years, respectively. Although 
the rate for females varied little with age, 
for males it was twice as high at ages 45 
and over as it was below that age. The 
diseases of the circulatory system—main- 
ly heart disease—which were third in 
order as a cause of disability among men, 
showed an even greater concentration at 
the ages beyond midlife. The male rate 
increased moderately from 4.4 per 1,000 
at ages 17-24 to 6.6 at ages 25-44, and 
then jumped to 31.0 per 1,000 at 45-64 
years. The circulatory diseases were the 
only ones to record a disability rate 
among males approximating twice that 
for females at each age period. 

Disorders of the genito-urinary system 
ranked a close third to accidental injuries 
as a cause of disability among women, 
with a rate of 19.1 per 1,000. These dis- 
orders were much more common among 
women than among men; at ages 25-44 
the ratio of the incidence rates was more 
than 5 to 1. Another major cause of dis- 
ability among females was the group 
designated “infectious and parasitic dis- 
eases,” which in this study consisted very 
largely of virus infections. For this cate- 
gory of diseases, the disability rate was 
rather high for each sex at ages 17-24 
years—17.3 per 1,000 females and 14.4 
per 1,000 males. 


Data on acute 
upper respiratory 
diseases* 


G. St.J. Perrott and Forrest E. Lindert 


In an unscheduled but propitious de- 
velopment, the U. S. National Health 
Survey is publishing current statistics 
which, in’ a tangential way, contribute 
notably to the aggregate of information 
on the influenza epidemic. 

The data, the first to come from the 
new survey program, add several dimen- 


*Reprinted from Public Health Reports, Feb- 
ruary 1958. 

Mr. Perrott is chief of the Public Health 
Service’s Division of Public Health Methods, 
in which is located the U. S. National Health 
Survey. He was director of the national health 
survey conducted in 1935-36, the last previous 
effort to collect comprehensive health data na- 
tionwide. Dr. Linder is director of the U. S. 
National Health Survey. 
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other methods failed.”* 


diaphragm-stoppered vials. 


““ bleeding. ..was immediately controlled”’ 
“has often proved...lifesaving when all 
other methods failed?’*k 


KOAGAMIIN 


In his recent report of 40 cases of gastrointestinal bleeding, Jackson states that 
“,..Koagamin produced dramatic results. The solution will not stop the hemorrhage 
of a large sclerotic vessel, but it has often proved effective and lifesaving when all 


KOAGAMIN acts on the late phases of the clotting mechanism, rapidly checks venous 
and capillary bleeding regardless of cause. It has an outstanding record of safety 
during 19 years of use in general surgery, internal medicine, obstetrics and gyne- 
cology, urology, ophthalmology and otorhinolaryngology and dentistry. 


KOAGAMIN, an aqueous solution of oxalic and mafonic acids for parenteral use, is supplied in 10-cc. 


% Jackson, A.S.: Journal-Lancet 76:45 (Feb.) 1956. 


CHATHAM PHARMACEUTICALS, INC +» NEWARK 2, NEW JERSEY 
Distributed in Canada by Austin Laboratories, Limited, Guelph, Ontario oasse 


sions to the body of knowledge on com- 
municable diseases. They come directly 
from a source we have not previously 
been able to tap on a national scale: the 
people affected by the diseases. They per- 
mit an association of incidence and preva- 
lence with age and with two criteria of 
severity: bed disability and medical at- 
tendance. They provide a base for meas- 
uring the social and economic cost of the 


-acute upper respiratory infections, includ- 


ing influenza. 

The National Health Survey is not set 
up as an epidemic reporting system. 
Rather, it is designed to provide a con- 
tinuing source of fundamental statistical 
information on the health of the Ameri- 
can people in relation to important demo- 
graphic, medical, social, and economic 


characteristics. This it will do in a se- 
ries of reports which will begin to appear 
later in 1958. These reports will be based 
on data accumulated over one or more 
calendar quarters. 

One part of the National Health Sur- 
vey is a continuing household interview 
survey of a representative sample of the 
population, and it is this project that has 
provided current statistics on acute upper 
respiratory diseases. The household in- 
terview phase has been under way nation- 
wide since July J, 1957. 


BACKGROUND 


Household interviewing is continuous 
in order to increase accuracy, improve 
efficiency, and permit accumulation, over 
various periods of time, of data neces- 
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for Renal Pain Relief 


In urinary tract infections, URISED’s double-quick 
and dual-powered formula provides instant pain relief and 
prolonged effectiveness. 


RELAXES PAINFUL 
MUSCLE SPASM 


PROVIDES POTENT 
BACTERIOSTASIS 


ACTIVE AGAINST 
ALL SYMPTOMS 


SAFE 


Send for literature and clinical trial supply of URISED 


CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, Illinois 


SUPPLIED: Bottles of 
100, 1000, 2,000 


381 Eleventh St., San Francisco, Calif. 


urised 


In minutes—URISED relaxes and relieves painful smooth muscle 
spasm through the parasympatholytic action of atropine, 
hyoscyamine and gelsemium. Spasm is quickly overcome, 
emptying of the bladder facilitated, urinary retention minimized. 
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URISED may be confidently prescribed for treatment of Cystitis + 
Pyelitis - Prostatitis - Urethritis - Other Urinary 
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sary for study of different health prob- 
lems. Partly because budgetary consid- 
erations do not permit a sample sufficient- 
ly large to yield current estimates for 
items of low incidence or prevalence, it 
was not contemplated that tabulations by 
week or month would be made. However, 
when it appeared that in the fall of 1957 
influenza-like diseases would reach a 
higher than usual level of frequency, the 
survey staff decided to investigate the 
possibility that the household interview 
data would yield useful current informa- 
tion about these diseases. The investiga- 
tion took the form of a special tabula- 
tion of the weekly receipts of household 
interview schedules which showed acute 
upper respiratory diseases severe enough 
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to cause 1 or more days of bed disability. 
(Roughly, the diseases included are In- 
ternational Statistical Classification cate- 
gories 470-493 and 500 and also a special 
category for “virus” not otherwise speci- 
fied. ) 

The household interviewing is conduct- 
ed for the Public Health Service by the 
Bureau of the Census, which designs and 
selects the sample and processes the data 
in accordance with specifications estab- 
lished by the Service. The interviewing 
is done by trained lay interviewers, and 
the sample interviewed each week is rep- 
resentative of the civilian population of 
the continental United States. The week- 
ly samples consist of approximately 700 
households, or 2,200 persons. Since data 


are collected for the 2 prior weeks, each 
week’s interviewing yields information on 
about 4,400 person-weeks of health ex- 
perience. 

The questionnaire asks for reports on 
illnesses of all types in the previous 2 
weeks, the character of the illness, 
whether medical attention was received, 
whether there was bed disability, and, if 
so, the number of days of bed disability 
in the 2-week period. It also seeks infor- 
mation on a number of personal and 
demographic characteristics. 

The data would permit identification of 
influenza, pneumonia, and other specific 
diseases as reported by the respondents, 
but the reliability of such diagnostic in- 
formation from household reports is 
questionable. In any event, the interview 
respondent would not be able to differen- 
tiate Asian influenza from other respira- 
tory diseases of similar symptoms and 
comparable severity. Even for medically 
attended cases a specific diagnosis is not 
always made. Accordingly, the special 
tabulation was applied to the broad group 
of acute upper respiratory diseases. 

In September the National Health 
Survey began compiling and verifying 
the weekly data on this group of dis- 
eases. The first report appeared on No- 
vember 2 in the form of a press release. 
It estimated, for the week ending October 
5, the number of new cases involving bed 
disability (that is, requiring 1 day or 
more in bed) and the average number of 
persons in bed each day as a result of 
these diseases and gave the estimated 
total number of new cases and of person- 
days of bed disability from mid-July 
through October 5. Thereafter a provi- 
sional tabulation was issued each week 
carrying a chart of the new cases and 
the average number of persons in bed, 
together with supporting data and techni- 
cal notes. 

Later the cases under consideration 
were further classified according to 
whether they had been medically attend- 
ed, according to age in four age groups, 
and according to length of time in bed. 
Calculations were made for various time 
periods between June 30 and the end of 
October, and the resulting data are pre- 
sented in this paper for the first time. 


NEW CASES AND DAYS IN BED 


The two series of statistics that were 
obtained on a week-to-week schedule to 
trace the course of the epidemic were in- 
tended to show the incidence and the 
prevalence of cases of respiratory disease 
requiring 1 day or more in bed. Inci- 
dence is defined as the number of new 
cases starting in a specified interval of 
time, and prevalence, as the number of 
cases existing at any one time or the 
average number existing during some pe- 
riod. The incidence series is of greater 
interest from the epidemiological stand- 
point, while the prevalence data tend to 
reflect the social and economic impact 
of the epidemic by showing the average 
number of persons incapacitated during 
the week. A description of the manner 
of calculating these statistics will facili- 


' tate interpretation of the results. 


New cases: Information collected in 


Journat A.O.A. 


each household interview covers the pre- 
vious 2 weeks but permits determination 
of the calendar week in which each case 
began. Therefore, from sticcessive week- 
ly samples two independent estimates are 
obtained for each calendar week. The 
figures presented are averages of the two 
estimates. 

Average number of persons in bed: 
The prevalence series gives the average 
daily number of persons confined to bed 
during each week, and by multiplying 
each weekly entry by 7, the aggregate 
total number of days of bed disability 
can be computed. For this series it is 
possible to determine from the available 
data only the 2-week calendar period in 
which the bed-days occurred. However, 
a separate estimate is made each week 
so that estimates are available for suc- 
cessive 2-week periods, each overlapping 
1 week with the previous period. By 
averaging the estimates for 2 successive 
2-week periods, an estimate is obtained 
that relates to the overlapped calendar 
week. This figure is also the average 
daily number of bed-days of disability. 

These two statistical series had quite 
different characteristics during the height 
of the recent epidemic. The rise in num- 
ber of new cases started from a low in 
mid-August and continued to a peak dur- 
ing the week of October 13-19, when 
about 12 million cases started. Almost as 
rapidly as it had arisen this epidemic sub- 
sided. The statistics showing this drop at 
a season of the year when respiratory 
illnesses are usually climbing would have 
indicated that something out of the ordi- 
nary had happened, even if there had not 
been abundant evidence from _ other 
sources that a mild influenza was sweep- 
ing the country. 

The average daily number of persons 
in bed started to rise later than the num- 
ber of new cases, climbed less steeply, 
did not begin to fall until the new cases 
were already well past the peak, and 
then dropped off more slowly. At the 
highest point, the week of October 27- 
November 2, there was an average of 
6,372,000 persons in bed each day. 

It is of some interest that the estimat- 
ed average number of persons in bed per 
day should have built up to a peak 2 
weeks after the peak of new cases. The 
method of computing the prevalence in- 
dex was partly responsible for this lag. 
As has already been mentioned, the prev- 
alence estimate for each week is based 
on an average of two estimates each of 
which relates to a 2-week period, one pe- 
riod overlapping the other by 1 week. 
Statistically this is equivalent to a 3-week 
moving average with a weight of 2 given 
to the center week and a weight of 1 
each to the week preceding and the week 
following this center week. 

Apart from this, a lag would be ex- 
pected in the prevalence figure since in 
any one week it is affected by a piling 
up of unrecovered cases that started in 
previous weeks. Since the usual duration 
ef these cases appears to have been rath- 
er short, the lag resulting from this pil- 
ing up might have been expected to be 
no more than a week. Evidence which 
will be presented in the next section, 
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Severe compound fracture of right foot led to a 
large, open ulcerated wound on the sole, with 
tarsal bones exposed and necrotic. Despite ex- 
tensive debridement, removal of necrotic bone 
and attempted closure with a pedicle flap, the 
wound failed to heal and developed considerable 
purulent drainage. 


Culture of pus revealed Staphylococcus aureus, 
resistant to all antibiotics tested, but sensitive 
to Furacin. Daily irrigation was instituted, em- 
ploying 1 part of Furacin Solution to 4 parts © 
normal saline. Depths of the wound were reached 
with a long #20 needle on a 20 cc. syringe. 


Purulent drainage decreased considerably with- 
in a few days, stopped completely after 2 weeks 
of irrigation with FurACcIN Solution. The open 
space beneath the pedicle flap gradually filled 
with healthy granulation tissue, and 6 weeks 
after institution of FURACIN treatment, healing 
was complete. 


In clinical use for more than 12 years and today the most widely pre- 
scribed single topical antibacterial, FURACIN—like other nitrofurans— 
remains effective against pathogens which have developed, or are 


prone to develop, resistance to antibiotics. F T R A c 4 ® 
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however, suggests that there was a ten- 
dency for the duration of stay in bed to 
increase slightly as the epidemic pro- 
gressed. 

A rather startling aspect of these na- 
tional figures on acute upper respiratory 
disease cases is the size of the numbers. 
Two things must be borne in- mind in 


this connection. First, the statistics relate 


to the entire civilian population of the 
country, approximately 168 million in 
number; and, second, the estimates relate 
to some of the commonest ailments that 
mankind is heir to, as well as Asian in- 
fluenza. In any winter, colds, sore 
throats, acute bronchitis, and similar con- 
ditions will probably affect a very sizable 


portion of the population, many of them 
more than once. Since these data from 
the National Health Survey are available 
for the first time this winter, there is no 
way of measuring the extent to which 
the number of respiratory cases was 
higher than usual. Nevertheless, it is an 
impressive fact that on approximately 104 
million occasions between June 30 and 
December 14 people took to their beds 
for a day or more because of illnesses 
of this type. ~ 

What fraction of these cases were in- 
fluenza of the Asian strain? The Na- 
tional Health Survey household inter- 
views yield no reliable data on this point. 
However, they provide the basis for in- 
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*. .. Well, I usually prescribe Rorer’s Maaloz. It’s an excellent 
antacid, doesn’t constipate and patients like its taste better.’’ 


Maa.ox® anefficient antacid suspension of magnesium-al 


Suspension: Bottles of 12 fluidounces 
Tablets: 0.4 Gram, Bottles of 100 
Samples on request 


H. Rorer, Inc., Philadelphia 44, Pennsylvania 


hydroxide gel. 


teresting speculation on related matters. 
For example, if there is evidence from 
other sources that x percent of the upper 
respiratory disease cases during this pe- 
riod were Asian influenza, the survey re- 
sults would suggest that by Devember 14 
approximately 0.62x percent of the entire 
civilian population of the country had 
acquired some natural immunity to the 
Asian strain. 

During this same 24-week period acute 
upper respiratory diseases accounted for 
about 363 million days of illness in bed. 
This total is equivalent to 994,000 person- 
years lost from usual activities, such as 
work, housekeeping, or school, and it 
does not include days of reduced activity 
when the person was incapacitated but 
did not go to bed. Using such data it 
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would be possible on the basis of various 
plausible assumptions to make estimates 
of the monetary loss to the economy as 
a result of the upper respiratory diseases 
in an epidemic winter. 


LENGTH OF STAY IN BED 


The data on length of stay in bed 
tallied from the National Health Survey 
questionnaires provided a measure of the 
severity of cases of acute upper respira- 
tory diseases. This information has to be 
treated with caution, however, since the 
bed stay for some of the cases had not 
terminated at the beginning of the inter- 
viewing week. In order to deal only with. 
cases likely to be complete, analysis of 
length of stay in bed is restricted to cases 
that began during the second week be- 


fore the week of interview. Since these 
cases began at least 7 days before the 
end of the 2-week period, cases requiring 
less than 7 days in bed were complete 
The most that can be said about the 
length of time in bed for the other cases 
is that it was 7 days or more. 


Although the number of cases in the 
sample during July and August was 
quite small and the errors of sampling 
are therefore relatively high, the frequen- 
cy distributions point to an increase in 
the length of bed-stays during Octcber as 
compared with earlier months. For ex- 
ample, the percentages of cases resulting 
in 3 or more days in bed were about 4 
in July, 42 in August, 44 in September, 
and 56 in October. 

For the whole of the 17-week period 
from June 30 to October 26 only about | 
case in 8 kept the person in bed for a 
week or more. This seems to confirm 
evidence from many other sources that 
the great majority of the cases during 
this period were mild. 


AGE VARIATIONS 


Acute upper respiratory diseases caus- 
ing 1 or more days of bed disability oc- 
curred more frequently among children 
and adolescents than among adults dur- 
ing the entire 4-month period. The week- 
ly rate of occurrence of new cases per 
1,000 population was highest for the age 
group 5-19 years, somewhat lower for 
the age group 0-4 years, and lowest for 
the two age groups over 20 years old. 

Although the average rate of occur- 
rence of acute respiratory diseases for 
the 4-month period varied with age, little 
difference is found among the rates for 
the different age groups during July and 
August. The rates of occurrence for the 
four ages groups are all quite low and 
similar in size. Although these rates may 
appear to vary inversely with age, care 
should be taken in inferring from these 
data any differences between the age 
groups for the July-August period, since 
these low rates are subject to relatively 
large sampling errors. 

During October the age differences 
were marked. The average weekly rate 
of occurrence of new cases was highest 
for the age group 5-19 years, which had 
a weekly rate of 111 cases per 1,000 per- 
sons. The 0-4 year age group was next, 
with a weekly rate of 62 cases per 1,000 
persons, while the two older age groups 
had the lowest rates, 41 for the age 
group 20-64 years and 21 for the age 
group 65 years and above. It should be 
noted that the age group 5-19 years not 
only had the highest rate of occurrence 
but also accounted for a substantial pro- - 
portion of the total number of cases. Al- 
though this age group represents only 25 
percent of the total population of the 
county, it accounted for almost 50 per- 
cent of the total new cases that occurred 
during October. 


The relationship between age and days 
spent in bed due to acute respiratory dis- 
eases presents a pattern similar to that 
shown by the relationship between rate 
of occurrence and age. During the 4- 
month period the average number of per- 
sons in bed each day per 1,000 population 
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was higher for children and adolescents 
than for adults. The age group 5-19 
ears had the highest rate, 17 persons in 
bed per day per 1,000 persons. The age 
group 0-4 years had a rate of 10 per 
1,000 persons, while the age groups 20-64 
and 65 and above had lower rates of 7 
and 5, respectively. 

During July and August the average 
number of persons in bed per day per 
1,000 persons were similar and relatively 
low for each of the age groups. During 
October, however, substantial differences 
between the age groups occurred. For 
the age group 5-19 years, the average 
number of persons in bed each day was 
51 per 1,000 persons, more than twice the 
figure for any of the other age groups. 
Almost one-half of the total number of 
bed-days of disability that occurred dur- 
ing October were experienced by persons 
in this age group, although, as was men- 
tioned previously, the age group consti- 
tutes only one-quarter of the country’s 
population. 


MEDICAL ATTENDANCE 


In the household interviewing project 
of the National Health Survey, medically 
attended cases are those for which a doc- 
tor was consulted at home, at work, at 
the physician’s office, in a clinic, or over 
the telephone. 

During early and middle summer, when 
the frequency of upper respiratory condi- 
tions was low, the proportion medically 
attended was around 60 to. 70 percent. 
The proportion decreased to about 40 
percent in late September and then turned 
upward to about 50 percent in October, 
when the reported frequency of bed cases 
of acute respiratory conditions was at a 
peak. 

For the entire period the proportion of 
medically attended cases was higher for 
the very young and for persons over age 
65 years than for persons in the school 
or working ages. The proportion of cases 
medically attended decreased in Septem- 
ber and increased in October within each 
age group as well as in the total popula- 
tion. 

During the period of this report there 
were undoubtedly changes in the propor- 
tions of the various types of conditions 
reported under the broad category of 
acute upper respiratory conditions. This, 
together with changes in the volume of 
acute conditions, is probably reflected in 
the observed pattern of medical attend- 
ance. There are no comparable data for 
previous years, and the reason for the 
pattern of medical attendance seen here 
is a matter of conjecture. It is possible 
that part of the increased volume of new 
cases in September is due to a normal 
seasonal increase in minor respiratory 
conditions for which medical attention is 
seldom sought. The October increase in 
the percentage of cases attended by a 
physician may result from the relatively 
heavier impact of influenza and an ac- 
companying increase in severity, indicated 
by the longer stay in bed. 


It is noteworthy that the lower propor- 
tion of cases which were medically at- 
tended in the latter half of the reporting 
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has many unique advantages as an antispasmodic-sedative ... 


Butibel contains (per tablet or 5 cc.): 
BUTISOL SODIUM® 10 mg. (% gr.) 


Butabarbital Sodium 
“daytime sedative” with less risk of accumulation 
or development of tolerance. 


Ext. Belladonna 15 mg. (% gr.) 

Natural belladonna and Butisol have approxi- 
mately equal durations of action (no overlap- 
ping sedation or inadequate spasmolysis). 

Butibel tablets...elixir... : 

Prestabs® Butibel R-A (Repeat Action Tablets) 


LABORATORIES, INC. 
Philadelphia 32, Pa. 


od does not imply a decreased total 


iene of medical care. In the last 2 
weeks of October there were about 12.4 


million medically attended cases. This is 
greater than the number of medically at- 
tended cases during the entire 9 weeks of 
July and August. 

The 12.4 million cases with medical 
consultation in the last half of October 
are cases for which the person went to 
bed. Estimates from other current Na- 
tional Health Survey data on acute re- 
spiratory diseases show that there were 
about half again as many cases with 
medical consultation but no bed disabil- 
ity. It can therefore be estimated that 
in this concentrated period of time ap- 
proximately 18 million cases of acute up- 
per respiratory conditions had medical 
attention, representing a tremendous vol- 
ume of consultation and treatment pro- 
vided by the medical profession. 


RELIABILITY OF DATA 


Approximate sampling errors have 
been calculated for the estimated number 
of new cases each week. The sampling 
error varies somewhat from week to 
week, but 15 percent has been a typical 
relative error. This means that the esti- 
mated number of new cases for 2 weeks 
out of 3 should be within 15 percent of 
the figure that would be obtained from a 
complete enumeration, and it would be 
expected to be within 30 percent of a 
complete count in 19 out of 20 weeks. 

Relative sampling errors for average 
number of persons in bed each day for 
any given week are of the same order 
of magnitude as for new cases. Esti- 
mates in adjacent weeks of average num- 
ber of persons in bed are not entirely 
independent of one another, however, 
whereas each weekly estimate of new 
cases is independent of estimates for oth- 
er weeks. 

The sampling error for estimated pro- 
portion of persons with 3 or more days 
of bed disability also varies from week 
to week, but it is near 10 percent. 

For monthly estimates, sampling errors 
are about 50 percent of those for the 
corresponding weekly figures. For esti- 
mates which refer to the entire 4-month 
period, sampling errors are about 25 per- 
cent of those for corresponding weekly 
data. 

In considering reliability of items for 
which sampling errors have not been 
presented, two suggestions are offered. 
First, samples in any given week are 
quite small; consequently, a figure for 
any week or for the change from one 
particular week to another is subject to 
substantial sampling error and to fairly 
high risk of error from nonsampling 
sources. Second, it is desirable to focus 
attention on the general level or trend 
indicated by the collective evidence of 
several adjacent weeks, rather than on 
the level in any single week or the change 
from one week to the next. Similarly, 
samples for some subclasses shown are 
small, and there is advantage in consid- 
ering the pattern reflected through sev- 
eral related subclasses. 

The estimates of sampling error pre- 
sented here do not allow for errors of 
response and nonreporting. 
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More elders 
in the population* 


The people aged 65 and over in the 
United States have been growing rapidly 
in number, and the outlook is that they 
will continue to increase markedly in the 
years ahead. Their total has grown by 
almost 5.4 million, or by 60 percent, be- 
tween the 1940 Census and mid-1956. 
During this period of little more than 16 
years, the number of elders rose from 9.0 
million to approximately 14.4 million, and 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, March 1958. 


their ratio to the total population in- 
creased from 6.8 to 8.6 percent. 

Each State has experienced a rise in its 
old-age population, but the rate of in- 
crease has varied considerably from one 
State to another. In only four States— 
Maine, New Hampshire, Vermont and 
Iowa—was the increase less than 35 per- 
cent between 1940 and 1956, the latest 
year for which data are available. In 
California the population at ages 65 and 
over doubled, in Arizona it rose to 24/5 
times the 1940 figure, and in Florida it 
actually tripled. Well over one quarter 
million elders have been added to the 
population of Florida since 1940, bringing 
their number to about 400,000 in mid- 
1956. In California the old-age population 
increased by over one half million, to a 
total exceeding 1.1 million—greater than 
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the population at ages 65 and over in all 
of New England. Only New York, with 
nearly 1.5 million elders, now outranks 
California. 

In 11 States the elders comprised 10 
percent or more of the total population 
in 1956. Heading the list were Vermont 
(11.3), Iowa (11.1), and New Hamp- 
shire (11.0). Florida with 10.1 percent 
of its population at ages 65 and over was 
in ninth place. The elders in California, 
despite their rapid increase, constituted 
only 8.3 percent of the total population 
in the State—a smaller proportion than 
that for the country as a whole. 

More than 5 million may be added to 
the old-age population of the United 
States by 1970, even though the rate of 
increase will not be as rapid as it had 
been between 1940 and 1956. The elders 
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in our country will then total 19.5 million 
and will comprise about 9%4 percent of 
the total population. It appears that by 
1970 the population at ages 65 and over 
will exceed the 2 million mark in New 
York State and reach 1.7 million in Cali- 
fornia, 1.3 million in Pennsylvania, nearly 
1.2 million in Illinois, and somewhat over 
1 million in Ohio. According to present 
indications, 19 States and the District of 
Columbia will then have more than 10 
percent of their population in the old-age 
category. The proportion is expected to 
be as large as 14.0 percent in Arkansas 
and 12.8 percent in Oklahoma. 

Women have long outnumbered men at 
ages 65 and over, and it is almost certain 
that the disparity will widen in the years 
ahead. By 1970, women at these ages are 
expected to exceed 11 million, almost 2.8 


million more than men. The increasing 
excess of older women results very large. 
ly from their more favorable mortality 
throughout the life cycle. 

More than ever before, the aged in oyr 
country have the financial resources to 
meet their needs. This has been made 
possible by our Social Security program, 
which provides for basic needs, and by 
our various institutions for personal say- 
ings—Life insurance, pensions and an- 
nuities, and savings banks—which provide 
the means whereby individuals can design 
financial programs best suited to their 
particular requirements. 


The state 
of the Nation’s 
public health 


services* 


Charting the growth 
of radiation hygiene 


Russell Morgan, M.D. 
Special Consultant on Public 
Health Aspects of Radiation 
Public Health Service 


Public exposure to radiation is becom- 
ing a major concern of health agencies. 

The major users of radiation may be 
categorized as medical, industrial, agri- 
cultural, governmental, and military. 

The major sources of radiation may be 
classified as»~X-ray machines; other par- 
ticle accelerators such as the betatron, 
which is coming to have increasing in- 
dustrial application; natural sources, in- 
cluding radium and radon; radionuclides 
that have been produced or concentrated 
by the hand of man; nuclear reactors, in- 
cluding their fuels and wastes; and 
weapons. 

The biological effect of radiation that 
has attracted particular attention in re- 
cent months is genetic, that is the dis- 
ruption of chromosome material. Not 
only are damaged chromosomes in germ 
cells productive of changes in the future 
generation, but changes in the chromo- 
somes of somatic cells are productive of 
changes in tissues in the present gener- 
ation. Such somatic effects may be can- 
cerous in character. There is no ques- 
tion that radiation is related to the 
incidence of leukemia. And its life- 
shortening effects seem to be well indi- 
cated, if not precisely known. 

The immediate task is to place radia- 
tion hazards in perspective in the total 
enterprise of public health. Studies have 
begun toward this end, and the informa- 
tion available is not all that could be 


*Abridged reports from the 56th Conference 
of the Surgeon General of the Public Health 
Service and the Chief of the Children’s Bureau 
with the State and Territorial Health Officers, 
Mental Health Authorities, and Hospital and 
Medical Facilities Survey and Construction Au- 
thorities, November 3-8, 1957, Washington, D.C. 
Reprinted from Public Health Reports, January 
1958. 
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desired to organize firm conclusions. 
Nevertheless, preliminary figures provide 
some basis of comparison between radia- 
tion injury and such disease entities as 
poliomyelitis, tuberculosis, heart disease, 
and mental illness. 

It appears that, unless the present 
trend in gonadal exposure to radiation 
is checked, genetic injury may be ex- 
pected to produce more deformities in 
future generations than have been suf- 
fered from anterior poliomyelitis. The 
health burden of radiation injury at 
present is roughly in the same order of 
magnitude as the burden of tuberculosis. 
In 5 to 15 years, unless adequate safe- 
guards are instituted, the health burden 
of radiation injury may be close to that 
of heart disease. Radiation is unlikely 
to be as much of a burden on the health 
and economy as mental illness. But ra- 
diation hygiene will be significantly and 
substantially more important in public 
health practice in the next few years. 


What programs may health agencies 
be expected to develop for radiation hy- 
giene? The foremost need is for research 
in both fundamental and in applied radio- 
biology. Such research is needed to bol- 
ster standards of radiation safety. It is 
no secret that the maximum permissible 
dose limits that have been recommended 
are arbitrary judgments, based upon as- 
sumptions no less than upon facts. And 
only effective research can supply the 
facts to replace assumptions as the basis 
for reasonable, intelligent, and practical 
measures of radiation safety. 

It is also important to develop a gen- 
eral understanding of the public health 
significance of the increasing number of 
radiation sources. Although excellent 
work has been done to explain the phy- 
sics, the engineering, and the functional 
aspects of radiation, little has been done 
to stimulate education in public health as- 
pects of radiation. Such education, train- 
ing, and experience is of course basic to 
the application of a program of radiation 
hygiene. 

With respect to the regulatory aspects 
of such a program, it is a sound policy, 
accepted in most political institutions, that 
the agency which promotes an activity 
should be separate from the agency which 
inspects and polices that activity. For ex- 
ample, there is a current public conflict 
between the interest, economic and ad- 
ministrative, of promoting the construc- 
tion of power reactors near centers of 
population, and the interest of public 
health. It is a responsibility of health 
agencies to protect the public health in- 
terest with respect to such projects. 

Health agencies inclined to work on 
radiation hygiene are not necessarily at 
a loss for qualified counsel. In many uni- 
versities there are men who have suffi- 
cient acquaintance with the physics and 
biology of radiation to provide the health 
official with guidance. A first step for a 
health department might be to prepare an 
inventory of people who are qualified and 
willing to help in these decisions. Another 
step is to develop an inventory of radia- 
tion sources within the agency’s jurisdic- 
tion. And the surveillance of these sources 
will permit the agency to determine what 
needs to be done. 
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“‘Functional vomiting 
should be carefully distinguished 
from organic vomiting. Grave 
consequences may follow if evidences 
of organic derangement... are 
masked by treatment designed to control 
vomiting alone. 
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Safely First | in emesis therapy 


EMETROL 


(Phosphorated Carbohydrate Solution) Ki f 


EMETROL will not suppress symptoms 
arising from organic etiology. It controls 
vomiting of functional origin quickly. 


Dosage: Adults, 1 or 2 tablespoonfuls; 
infants and children, 1 or 2 teaspoonfuls, 
as often as every 15 minutes. Always 
administer undiluted, and forbid oral fluids 
for at least 15 minutes after each dose. 
Even if first dose is not retained, continue 
administration. If vomiting is not 
controlled within one or two hours, look 
for organic etiology. For individual dosage 
regimens in various indications, please 
send for literature: 


1. Bradley, J. E.: Mod. Med. 20:71, No. 20, 1952. 


(Aenmey) KINNEY & COMPANY, ING. Columbus, Indiana 


Progress report on 
air pollution 


Vernon G. MacKenzie, B.S. 

Assistant Chief, Research and Development 
Division of Sanitary Engineering Services 
Public Health Service 


Air pollution, in its modern form, may 
be taken as a prime example of newly 
developing public health problems asso- 
ciated with increased urbanization, inten- 
sified industrial activity, greater use of 
transportation, fuel usages, and refuse 
disposal practices. Activities of this kind, 
connected as they are with modern urban 


living and a higher standard of living, are 
essential and beneficial to organized so- 
ciety; the problems they create, therefore, 
are strikingly characterized by the fact 
that they are not solely detrimental to 
public health. And, too, unlike the older 
problems of communicable diseases, these 
new problems cannot be “stamped out.” 
They must, however, be controlled and 
kept within safe bounds. 

Several factors contribute to the in- 
creased complexity of the air pollution 
problem: changes in fuel usages, in- 
creased per capita use of energy, and in- 
creased per capita consumption of mate- 
rials. A revolution in fuel usage has 
occurred in the last half century. In 1900, 
90 percent of the fuel energy in the Unit- 
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ed States came from solid fuels; today, 
70 percent comes from liquid and gaseous 
fuels. Equally striking has been the huge 
amount of energy made available to us, 
and the greater per capita use of raw 
materials and of finished products from 
them. Visible smoke pollution problems, 
which could be abated by relatively sim- 
ple measures, have been superseded by 
the more complex problems of contami- 
nation by gases, vapors, and miscellane- 
ous particulate emissions. 

Air pollution problems are widespread 
throughout the United States. One sur- 
vey has estimated that 10,000 communi- 
ties in this country are affected by air 
pollution. The magnitude of local prob- 
lems ranges from contamination produced 
by a single factory stack to “smogs” 


spreading and mixing over entire metro- 
politan areas. 

Evidence of damage to livestock, vege- 
tation, and physical structures by various 
air pollutants is reasonably well docu- 
mented, although incompletely understood. 
Economic losses from such causes have 
been estimated at more than $1.5 billion 
per year. 

Equally well documented is the fact 
that air pollution can cause personal dis- 
comfort, such as eye and respiratory irri- 
tations, or even human illness and death 
under conditions unfavorable to the at- 
mospheric dilution and dispersion of con- 
taminants. Of perhaps equal public and 
professional concern, although without 
documentation, has been the potential 
long-range effect of pollutants on human 


Progressive increases in pg 
capacity following a single 
oral dose of five tablespoonfuls 
of Elixophyllin. 

(Average increase in 
30 minutes — 807 cc.)* 


Average vital 
capacity of 

20 patients in 

acute asthmatic 
attack was < 


RELIEVED IN MINUTES 
BY ORAL DOSAGE... 


terminated by oral medication 


Fifty unselected patients admitted for emergency room 
treatment of severe acute asthmatic attacks were given 75 cc. 
Elixophyllin orally instead of intravenous aminophylline. 

Of these, 37 (74%) were completely relieved and discharged 


therapy —4 were hospitalized as status asthmaticus cases. 
— Schluger, J., et al.: Am. J. M. Sci. 234:28, 1957. 


Each tbsp. (15 cc.) contains: THEOPHYLLINE 80 mg., ALCOHOL 3 cc. 
Bottles of 16 fl. oz. available at prescription pharmacies — Rx only. 
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Leboralories 


ASTHMA 
Ann. Allergy 
15:270, 1957. 
74% of severe attacks 
without further treatment—9 responded to additional 
Gastric intolerance 
rarely encountered. 
Literature upon request 
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health. Although the evidence of causa. 
tive relationships between specific atmos. 
pheric contaminants and the effects upon 
humans is incomplete, the intensity of 
pollution has impelled undertaking air 
pollution controls in many areas even jn 
the absence of knowledge on specific etj- 
ological relationships. 


AIR POLLUTION AND THE LAW 


Local ordinances for the control of air 
pollution have long been a part of Ameri- 
can government. The first smoke-control 
laws were adopted by Chicago and Cin- 
cinnati in 1881. Comprehensive control of 
air contaminants, however, is a _ recent 
development. The major impetus in the 
enactment of air pollution control legisla- 
tion has come since World War II. Ina 
recent study, it was found that more 
than 80 percent of the ordinances of 110 
cities, representative of various popula- 
tion sizes, have been enacted within the 
last 15 years. Further evidence of the 
growth of local programs is afforded by 
the Directories of Governmental Air Pol- 
lution Agencies published in 1955 and 
1957, the number of local agencies listed 
increasing from 115 to 279 in the 2-year 
period. 

On the State level there has long been 
a history of sporadic ad hoc activity of 
technical study in connection with specific 
air pollution problems, principally by 
State industrial hygiene organizations. 
Recently, however, there has been in- 
creasing interest in the organization of 
State programs explicitly authorized by 
statute. The first of these laws was 
passed in Oregon in 1951. It established 
an air pollution authority in the Oregon 
State Board of Health with powers to 
study and legally enforce all aspects of 
air pollution. Similarly comprehensive 
legislation in Massachusetts and New 
Jersey followed in 1954. A State air 
pollution program was authorized in Cali- 
fornia in 1955 and in 1957 in seven ad- 
ditional States (Colorado, Delaware, 
Florida, Minnesota, New York, Ohio, and 
Washington) and the Territory of Ha- 
waii. 

The circumstances contributing to the 
enactments differ from State to State, re- 
sulting in considerable variation in the 
laws, and there has been but little operat- 
ing experience under them. Several fea- 
tures of these laws, however, deserve 
mention: 

1. All of the laws would apparently 
authorize studies and technical assistance 
for local problems. 

2. Ten of the twelve enactments extend 
coverage to all air pollution problems; 
two would restrict the authority to in- 
stances detrimental to public health. 

3. Eight of the twelve laws provide for 
some legal control of air pollution on a 
State level. 

4. In every instance, the State health 
department is named as the operating 
agency; in five instances, a board, com- 
mission, or authority is also established 
with interests other than health repre- 
sented 

Only one legislative step has been taken 
in relation to an interstate air pollution 
problem. Under legislative authority en- 
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acted by the States of New Jersey, New 
York, and Connecticut, and ratified by 
Congress in 1956, the Interstate Sanita- 
tion Commission is studying the inter- 
state problem in the New York-New Jer- 
sey area and will report to the legisla- 
tures of these two States. 

If there is any lesson to learn from 
the history of State and local air pollu- 
tion control legislation to date, it is that 
the individual law or ordinance should be 
tailored to the situation and take into 
consideration the varying circumstances 
and needs of the jurisdiction involved. 


PUBLIC HEALTH SERVICE PROGRAM 


The Public Health Service program on 
air pollution, authorized by the 1955 act, 
is now in its third year. The act au- 
thorized a 5-year program of research 


and technical assistance at a maximum 
annual cost not to exceed $5 million. It 
specifically reserved to the States and lo- 
cal governments the responsibility for 
legal control of air pollutants. Approxi- 
mately $8.5 million has now been appro- 
priated under the act, $1.75 million in 
1956, $2.75 million in 1957, and $4 million 
in 1958. 

The major emphasis in the program is 
on research. Approximately 80 percent of 
the resources are devoted to this purpose, 
and the remaining 20 percent are used for 
training and technical assistance on spe- 
cific problems. From another viewpoint, 
approximately 60 percent of the available 
budgetary resources are devoted to physi- 
cal science and engineering control studies 
and 40 percent to studies on the effects 
of pollutants on health. From a third 


HAY FEVER 

POISON IVY 

POISON OAK OR SUMAC 
SEASONAL ASTHMA 
ROSE FEVER 


102 


EASIER CONTROL 
OF SUMMER-TIME 
ALLERGIES 


For the quick relief which ACTH 
gives in summer-time allergies, 
with minimal inconvenience to your 
patient, use Cortrophin-Zinc. Its 
prolonged action permits maximal 
response in rose fever, poison ivy, 
poison oak, sumac, asthma, and 
other allergic manifestations, with 
fewer injections. Each injection lasts 
at least 24 hours in the most acute 
cases to 48 and even 72 hours in 
milder cases. And Cortrophin-Zinc 
is easy to use, being an aqueous 
suspension which requires no 
preheating and flows easily 
through a 26-gauge needle. 


CORTROPHIN-ZINC 


Supplied in 5-cc vials, each cc 
containing 40 U.S.P. units of 
corticotropin adsorbed on zinc 
hydroxide (2.0 mg zinc/cc) 
*T.M.—Cortrophin 

tPatent Pending. Available in other 
countries as Cortrophine-Z. 
tOrganon brand of Corticotropin- 
Zinc Hydroxide 


Organon 


ORGANON INC. + ORANGE, N. J. 


viewpoint, about 45 percent of the pro. 
gram resources are used for intramural 
Public Health Service activities, with the 
remainder divided about equally between 
outside grant and contract studies. All 
grants and contracts are on a project 
basis; the act does not authorize gen- 
eral support or formula-type grants. 


Although much of the research is nec- 
essarily of long-term character, some re- 
sults are already appearing in reports and 
publications concerned with the identifi- 
cation and measurement of pollutants in 
the atmosphere, the factors affecting the 
behavior and dispersal of pollutants in the 
atmosphere, the effects of air pollutants, 
and means for their abatement. 

Work under way on improved methods 
of analysis has led to a promising de- 
velopment for continuous monitoring of 
fluorides and an improved smoke inspec- 
tion guide for use by local authorities, 
Other areas in which progress is being 
made include tracing pollutants to specific 
sources, filter fabrics for high tempera- 
ture gas streams, and improved design 
for refuse incinerators. 

The lack of basic data on the nature of 
air pollution has led to the creation of 
the National Air Sampling Network cov- 
ering 110 urban and 25 non-urban. sites. 
This network, operated in cooperation 
with States and communities, may pro- 
vide data on air pollution which can be 
correlated with geographic, demographic, 
meteorologic, and other variables. 

That part of the program concerned 
with the effects of air pollution on human 
health has initiated toxicological studies 
to determine the effects of pollutants on 
animals and biological systems, and clini- 
cal and epidemiological studies to deter- 
mine the effects on human beings. The 
compilation and publication of mortality 
data by cause of death for 163 metropoli- 
tan areas have provided an important 
working tool for use in this and other 
fields of study. Another example of medi- 
cal research recently initiated is a study 
undertaken in cooperation with the Na- 
tional Cancer Institute and the University 
of Southern California on the carcino- 
genicity of aliphatic and aromatic frac- 
tions of air pollution samples collected in 
eight metropolitan areas through the Na- 
tional Air Sampling Network. 

In the 2 years since the initiation of the 
air pollution program, several hundred 
requests for technical assistance on gen- 
eral and specific air pollution problems 
have been received from State and local 
government agencies and other organiza- 
tions. The assistance provided by the 
Service has depended, of course, on the 
resources available and has varied from 
limited consultation to assigning person- 
nel to work cooperatively with State and 
local agencies. 

Staff members have been assigned to 
studies in the States of Connecticut, 
Washington, California, and Tennessee, 
and in Louisville, New York, Los An- 
geles, Philadelphia, and other areas. The 
cooperative State surveys which have 
been made in Connecticut, Washington, 
and Tennessee have, I believe, demon- 
strated a means of appraising the state- 
wide air pollution problem at reasonable 
cost. 
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In addition to the direct technical assist- 
ance activities of the Service, demonstra- 
tion project grants have been provided 
for study of local and regional problems. 
Such grants have been made to the State 
health departments of California, Colo- 
rado, Illinois, and Indiana, to the city- 
county health unit of El Paso, Tex., the 
Interstate Sanitation Commission, and 
Oregon State College. Other demonstra- 
tion project grant applications are pend- 
eo assist in the alleviation of the 
* shortage of technical personnel trained in 
air pollution research or control, the 

Service has been conducting short-term 
training courses at the Robert A. Taft 
Sanitary Engineering Center in Cincin- 
nati; more than 500 trainees attended the 
training courses during the last fiscal 
year. In addition, the Service has made 
grants to 10 universities distributed across 
the country for initial development and 
support of graduate level curriculums, 
and for a limited number of traineeships. 

With 2 years of the program complet- 
ed, a considerable volume of results from 
the various studies undertaken are begin- 
ning to flow in. The Service hopes to 
make this information available at the 
earliest feasible date. Consequently, a 
more formal system will shortly be in- 
augurated for disseminating information 
derived from the Service’s direct air pol- 
lution studies and from grants and con- 


tracts which it is supporting. Reports of | 


a general nature together with lists of 
projects undertaken and other reports, 
publications, bibliographies, conference 
proceedings, and similar informational 
material will be available shortly. 


COMMUNITY 
HEALTH 
SERVICES 


At one of the conference sessions, three 
local health officers described activities 
illustrative of the theme “developing new 
local health department programs within 
existing community organization.” Their 
papers follow. 


Rehabilitation 
in San Mateo 


Harold D. Chope, M.D., Dr.P.H. 
Director of the Department of 
Public Health and Welfare, 

San Mateo County, Calif. 


Within the last 3 years, a forgotten 
part of the California county of San 


Mateo has been found, and what was to’ 


many a life without hope has become a 
life with purpose and dignity. The story 
that I tell, however, is not just of a few 
disinherited individuals who were provid- 
ed for, but of an entire county that be- 
came involved with the problems and 
satisfactions of rehabilitation. For, upon 
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a foundation of resourceful social and 
public health workers, community inter- 
est accumulated to form a bridge upon 
which all might walk. 

San Mateo County is relatively small, 
covering 448 square miles on the San 
Francisco peninsula. It is bounded on the 
east by San Francisco Bay, on the west 
by the Pacific Ocean, on the north by the 
city and county of San Francisco, and on 
the south by Santa Clara and Santa Cruz 
Counties. The county is split down the 
middle by a range of hills which protects 
the eastern slope of the county from the 
chilling winds of the Pacific, and it is 
here that the population is most dense. 
On the western slopes are the sleepy little 
towns of Half Moon Bay and Pescadero, 
still supporting a way of life with fish- 
ing, cattle, and truck gardening not much 
different from the early days. 


The people who live in San Mateo are 
young (the median age is 31.4 years), 
relatively well educated, and have an in- 
come that averages $1,400. higher than 
the United States as a whole. They form 
a community which in recent times has 
become increasingly urban, with light in- 
dustry and decentralized shopping centers 
burgeoning about them. 

The San Mateo Department of Public 
Health and Welfare, first established in 
1932, is now organized into five basic 
divisions: administration, recently added 
to the department; public health; social 
service; county hospital, including outpa- 
tient and psychiatric facilities; and the 
tuberculosis sanatorium. The social serv- 
ice division operates two institutions, a 
17-bed home for dependent and neglected 
children and the 135-bed Crystal Springs 
Rehabilitation Center. 
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RAPID, EFFECTIVE RELIEF 
IN SPRAINS AND STRAINS 


The season is soon approaching for summer sports and hobbies that strain and 
sprain muscles. 


Numerous clinicians have reported immediate and prolonged relief with the 
combined use of Phyatromine®-H injection and Salimeph-C® tablets. 


Regan’ describes this combined regimen as a safe and effective means of relieving 
the pain-spasm-pain cycle in musculoskeletal disorders. He reports that the Phya- 
tromine-H injection provides an emergency response while the patient is still in 
the office, and the Salimeph-C orally gives continuous analgesic, anti-inflammatory 
and sustained antirheumatic action between office visits. This “inject-oral” therapy 
proved simple, well tolerated and effective in controlling pain and muscle spasm. 


Natenshon’ who previously reported immediate relief with Phyatromine-H in- 
jections,’ used Salimeph-C in 300 unselected patients in the treatment of arthritis 
and painful spastic skeletal muscle conditions. His results in acute traumatic 
conditions including sprains, strains, torticollis, low back pain, fibrositis, myositis, 
bursitis (non-calicified) and tendonitis showed a marked improvement in 90 per 
cent of the cases, and a moderate improvement in 10 per cent. He concludes that 
Salimeph-C is effective in relieving both pain and spasm, safe to administer over 
prolonged periods without danger of toxic side effects; non-habit forming; and 
economical to use. 


According to Marshall,‘ “Administration of . . . Phyatromine® to patients with 
muscular strains .. . gives relief from associated skeletal muscle spasm.” 


Stahmer® reports: . . . “Phyatromine® is an excellent medication for relief of 
muscle spasm in occupational injuries such as sprains, back, neck and shoulder 
strains, pulled ligaments, and similar injuries in which there is skeletal muscle 
spasm...” 


To the patient who hobbles into the doctor’s office with an acute painful back or 
aching muscles resulting from recreational strain, the fast relief from a single 
injection of Phyatromine-H seems like a miracle. Equally important are 
Salimeph-C tablets, which exert dependable, prolonged analgesic, anti-inflamma- 
tory and skeletal muscle relaxant effects and keeps the patient on the mend. 


Each yellow scored tablet of Salimeph-C contains Salicylamide 250 mg., Mephen- 
esin 250 mg. and Ascorbic Acid 30 mg. Each cc. of Phyatromine-H contains 
Physostigmine Salicylate 0.6 mg. and 1-Hyoscyamine Hydrobromide 0.3 mg. 


Salimeph-C is available in bottles of 100, 500 and 1000 tablets, and Phyatromine-H 
in 1 cc. ampuls, boxes of 25; in 10 cc. and 30 cc. multiple dose vials. Both 
products are supplied by the Kremers-Urban Company, Milwaukee |, Wisconsin. 


(1) Regan, J. M.: Wisconsin M. J. 56: 305-308, 1957; (2) Natenshon, A.L.: Clin. 
Med. 2: 23-28, 1955; (3) Idem: Med. Times 81: 342, 1953; (4) Marshall, W.: 
gna 70: 391-393, 1950; (5) Stahmer, A. H.: Indus. Med. & Surg. 20: 


The most extensive reorganization of 
the department has taken place since 1948 
as a result of a complete survey ordered 
by the board of supervisors. 

In 1948 the county faced many prob- 
lems. World War II had prevented not 
only the normal increments in a -building 
program but had made impossible the de- 
velopment: of physical facilities to serve 
the rapidly growing population. While 
the department had many excellent em- 
ployees, there was need for more em- 
ployees, considerable reorganization, and 
the recruitment of new leaders in some 
disciplines. Much time during the first 4 
years (1948-52) of the present adminis- 
tration was spent in construction, recruit- 
ment, and reorganization. The new addi- 
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tion to the Crvstal Springs Home was 
completed in 1949. An entirely new 120- 
bed tuberculosis hospital was dedicated 
on March 2, 1952. A bond issue to 
enlarge the county hospital was annroved 
by the voters in November 1952, and 
the addition was completed at the end 
of 1956. In 1953 the health and wel- 
fare divisions moved out of the base- 
ment of the courthouse into a new 
50,000-square-foot administration build- 
ing on the hospital site. 


REHABILITATION BEGINS 


During this period there was consider- 
able fomentation regarding rehabilita- 
tion, much of the stimulation coming 
from Dr. Lester Breslow, chief of the 


bureau of chronic diseases of the Cali- 
fornia State Health Department, but 
nothing that could be delineated as a for. 
mal rehabilitation program. While there 
was much reviewing of current articles, 
conferring, and verbalizing about reha- 
bilitation, this amounted to little more 
than the fertilization of the soil in which 
our now beginning program was to grow, 

I think that at this point it is only 
fair to point out that, while the desire 
for a rehabilitation program existed with 
the medical administrative personnel of 
the department, and various specialties in 
medicine have made major contributions, 
the real leadership came from the social 
work discipline. 

Until February 1954, the Crystal 
Springs Home had been operated as a 
“relief home,” with the “inmates” re- 
ceiving “custodial care for elderly indi- 
gents.” Adrian Ward, superintendent of 
the social service division at that time, 
recommended as the new manager Einor 
Nordby, a man with broad experience in 
social work. Mr. Nordby brought to his 
new job more than good training and 
broad experience; he brought two other 
characteristics of inestimable value: a 
strong conviction about the values of 
rehabilitation and an abiding faith in 
the infinite capacity of human beings to 
overcome seemingly insuperable handi- 
caps and, I might add. a sincere respect 
for human dignity. Within a few weeks, 
the “relief home” had become the “Crys- 
tal Springs Rehabilitation Center,” the 
“inmates.” “patients,” and “custodial care 
for elderly indigents” became “rehabili- 
tation treatment services for patients with 
long-term illness.” 

While it did not take long to change 
‘names and terms, it took a little longer 
to develop the program and philosophy 
indicated by these terms and to teach a 
largely untrained staff to center their 
efforts on restoring dignity, status, self- 
respect, and self-esteem in the individual 
patient. The dietary was improved after 
a survey by the nutrition section of the 
State health department. Little things 
were initiated, such as arranging the 
mealtime to suit the patients rather than 
the staff, placing sugar and condiments 
on the table to afford patients free choice 
of seasoning, providing a before-bedtime 
snack of graham crackers and milk, con- 
sulting patients on their likes and dis- 
likes, and serving food as attractively as 
possible instead of prison style. None of 
these things alone had too much signifi- 
cance, but each indicated to the patients 
that the management considered them 
humans capable of personal decisions, 
with opinions of value in determining 
policy. 

A second method of ‘providing moti- 
vation to the patients was to form com- 
mittees to discuss policy and program— 
a library committee, an occupational 
therapy committee, a patient’s service 
committee. Budgetary limitations did not 
permit the employment of additional staff 
the first year of operation, so the mana- 
ger and the committees turned to the 
community for volunteer help. The relief 
home had been shunned by the commu- 
nity, except for a few stalwart church 
groups and people “wanting to do some- 
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he poor” during the holidays. 
But with the new spirit, which is hard 
to describe but was immediately felt, 
community organizations, service clubs, 
church groups, women’s clubs, and others 
became enthusiastic sponsors of various 
rehabilitation activities, providing ma- 
terials, tools and money, and finding quali- 
fied volunteer arts and crafts teachers. 
The patients exhibited their handiwork 
at the annual fiesta (county fair) ; they 
organized an annual bazaar and started a 
monthly newspaper. 

These activities gave status and helped 
restore sadly depleted self-esteem. The 
“Gnmates” were again human beings with 
personalities and skills. These activities 
gave new hope and incentive, but this 
was not enough. The physically disabled 
were still disabled though their outlook 
had improved. The mildly depressed re- 
sponded well, but the severely depressed 
were still depressed. Again volunteers 
were recruited —a psychiatrist, a half- 
time physical therapist, social workers in 
the evenings after their regular day’s 
work. 

Time dves not permit a step-by-step 
development of the program through the 
next 2 years, but the demonstrated ac- 
complishments convinced the board of 
supervisors, and we started fiscal year 
1958 with a fairly adequate professional 
staff consisting of a part-time psychia- 
trist,a full-time psychiatric social worker, 
a part-time medical psychiatrist, 2 physi- 
cal therapists, 1 full-time and 1 half-time 
occupational therapist, 2 part-time intern- 
ists, a part-time vocational counselor, a 
full-time dietitian, and a nursing director 
with a master’s degree, experienced in 
the care of the chronically ill. 

What has this type of service cost the 
taxpayers of the county? Do the results 
justify the added expenditure? 

The indigent custodial care, consisting 
of food, shelter, and minimal medical 
care, cost the county $4.96 per patient- 
day for the fiscal year 1953-54. In the 
year 1954-55 the cost increased 54 cents 
per patient-day to $5.50. In 1955-56 the 
cost went up another 50 cents to $6 per 
patient-day, and in 1956-57 it rose to 
$7.55 per patient-day. This represents a 
$2.59 increase over the $4.96 of 1953-54, 
or a 52 percent increase in costs. The 
cost increase is not all chargeable to re- 
habilitation. Increases in salaries, en- 
larging the nursing staff, rising costs of 
operation, and conversion of custodial 
beds to treatment beds account for most 
of it. The actual salaries for the pro- 
fessional staff associated with the reha- 
bilitation program and the supplies and 
equipment amount to 45 cents per patient- 
day. 

What did the county get for this? 
During the year 1956-57, 12 patients were 
restored to full-time employment, reliev- 


thing for t 


ing the county of all financial responsi- — 


bility (12X$2,756=$33,072), and 41 pa- 
tients were returned to private living in 
the community at far less cost than in- 
stitutional care, a net saving of $69,790. 

These figures and calculations have 
value in budget analysis, but to me they 
are not the important results of a reha- 
bilitation program. What criteria do we 


Vor. 57, JuNE 1958 


INCORPORATED 
1M EXCLUSIVE 


ACID MANTLE 


tiinflammatory 
Antipruritic: 
Antiallergic 
Bactericidal 


lar-quin 


action 


Fungicidal 


rotovoacidal 


and chronic dermatoses, “especially where 
inflammatory reaction was accompanied by i 
creased scaling and lichenification with secondary 
infection such as is seen in seborrheic dermatitis, atopic 
dermatitis, cortact dermatitis, and neurodermatitis.” 


oz.,} 2 o., & 4.07. tubes 
either 0.5% or 1.0% hydrocortisone. 


109 WEST 64 ST., NEW YORK 23,N 
_ In Canada: 2765 Bates Rd., Montreal, P.Q. 


vee 


have to measure social value? What is 
the worth of human dignity to the in- 
dividual? What is a new lease on life 
worth to a man who was totally defeated 
and contemplating suicide? What is it 
worth to his wife and family? What is 
the money value on the extension to 1 
year or 10 years of active, independent, 
and productive living of a man who at 
55 was rejected and disabled and felt 
discarded by society? Can society afford 
to rescue a woman of 70 from the living 
death of permanent bed rest with at- 
tendant evils of premature senility and 
retrogression to infantilism? 
Subjectively, I am much happier to be 
responsible for an institution around 
which the community rallies, with the 
garden club planning landscaping proj- 


ects, the cosmetologist association help- 
ing start beauty parlors, and church 
groups providing spiritual counseling, 
than to be responsible for the operation 
of a “poorhouse.” 


BROADENING THE PROGRAM 


While the tangible and intangible re- 
wards of expanded institutional care 
were many, there was still much to be 
done for those outside the institutions: 
the recipients of general assistance. 
Again we called on our State health 
department for a study to review pro- 
grams and outline the needs for medical 
social workers. In September 1954 we 
established a medical social work service. 

A study of the general assistance re- 
cipients in the county revealed that about 
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58 percent were dependent because of 
alleged poor health. This seemed to be 
a serious indictment of a department 
which had available all of the modern 
facilities for prevention and treatment of 
physical illness. 

Although many were receiving care in 
the outpatient clinics of the department, 
it was decided to employ an internist in 
February 1955 to give thorough physical 
examinations to public assistance recipi- 
ents and to serve as liaison between the 
social workers and the outpatient staff. 

In a review of the work, 16 months 
later in June 1956, it was found that 75 
percent of the men examined fell into 
five diagnostic categories: chronic alco- 
holism, chronic pulmonary disease, hyper- 
tensive vascular disease, neurological dis- 
ease, and orthopedic defects. The women 
presented a different picture: 40 percent 
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had a diagnosis of psychoneurosis or 
psychosis, and 23 percent had no diagnos- 
able disease. It was obvious that physical 
health alone was not a major cause for 
the recipient’s dependency. With these 
findings we approached our psychiatrists 
in the adult psychiatric clinic. They de- 
clined to participate on the basis that the 
volume of cases was too large for them 
to handle and that the recipients would 
be uncooperative and wunamenable to 
therapy. Although not accepting the re- 
cipients for individual or group therapy, 
the psychiatrists did consult with the re- 
habilitation team. 

In September 1955, a part-time voca- 
tional counselor started testing the re- 
cipients, and the team in a staff confer- 
ence attempted to summarize all data on 
each recipient and to rate the recipient 
as to potentiality for rehabilitation ac- 


cording to five factors: motivation; pny- 
sical condition; skills and abilities; per- 
sonal adjustment, including intelligence; 
and social adjustment. Using a scale of 
A through E for rehabilitation potential, 
we found that exactly 50 percent of the 
patients studied had a rating sufficiently 
high (A, B, or C) to justify further 
efforts. 

As we moved along in this study, we 
observed that some of the patients, al- 
though appearing to have rehabilitation 
potential, had suffered such a long series 
of tragic experiences and had endured 
these experiences for such a prolonged 
time that they had come to accept pas- 
sively their dependency and disability 
role. Many had tried to get jobs and 
had been rebuffed or had failed so many 
times that they no longer had the cour- 
age to seek a job or the confidence that 
they could hold one if found. So in October 
1956 we started a work experience pro- 
gram. This was not the kind of a pro- 
gram where the clerical worker is put to 
raking leaves or picking up beer cans in 
the public park. After the vocational 
counselor had delineated the possible 
skills of the recipient, an effort was made 
to place him in one of the county de- 
partments for work experience or he was 
referred to the California State Depart- 
ment of Vocational Rehabilitation for 
training. Mechanics were put to work on 
the county cars; women with sewing 
skills, in the linen rooms of the institu- 
tions; and recipients with clerical skills, 
in the various offices of the county. This 
relatively sheltered and planned experi- 
ence was sufficient in a surprising num- 
ber of cases to convince the recipient 
that he was able to work productively, 
and many sought and obtained private 
employment. 

Our most recent step, in August 1957, 
was to establish an industrial rehabilita- 
tion workshop under the direction of a 
trained occupational therapist. 

Our next anticipated step is the forma- 
tion of a citizens committee with repre- 
sentatives of labor, management, civic 
groups, local government, and interested 
persons to see if we can further our 
rehaibitation process. 


IMPLICATIONS FOR OTHERS 


State and Territorial health officers 
migh well ask, “What has all of this to 
do with our programs?” What has been 
reported is an isolated incident in an 
unusual type of administrative setup 
which exists only in this one small 
county in all of the United States. 

But let me summarize the implications 
for State health officers implicit in this 
case report. 

1. Specialized consultation (statistical 
studies, nutritional studies, and social 
service consultation) is available on the 
local level from State health depart- 
ments. 

2. If public health administration is to 
pursue vigorously the now accepted ob- 
jectives of reducing chronic diseases and 
improving mental health, that segment of 
our population on welfare rolls presents 
a rich field for administrative study and 
the development of techniques. 
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3. Successful rehabilitation will not be 
accomplished by any single discipline but 
by a careful synthesis of the contribution 
of many professional disciplines: the 
physiatrist, the social worker, the voca- 
tional counselor, the physician, including 
the’ specialist in psychiatry, and the ad- 
ministrator. 

4, Results in rehabilitation may be ac- 
complished by using the time-honored 
techniques of public health administra- 
tion: careful delineation of a problem, 
selection of a specific segment for early 
efforts, locating, employing, and support- 
ing well-trained staff, utilizing commu- 
nity resources, obtaining budget and 
financial support for the project, and 
keeping the community informed of prog- 
ress. A local health officer does not need 
an administrative organization such as 
ours to further rehabilitation. A health 
officer, for example, in a county south 
of San Mateo has done an outstanding 
job with the traditional organization. 

In the field of rehabilitation we should 
constantly keep in mind that beautifully 
confused metaphor of Charles Chapin: 
“Tt is not for me to ‘set the river afire;’ 
but there is many a great edifice builded 
of small stones.” 


Improving patient care 
in nursing homes 


Herbert R. Domke, M.D., M.P.H. 
Commissioner of Health 
St. Louis County, Mo. 


Achieving improved care for nursing 
home residents requires coordination of 
many services, professional groups, and 
agencies, a function that is uniquely 
suited to the health department through 
its legal responsibilities for inspection 
and its pivotal position in the community. 

As an inspection agency the health de- 
partment can collect information on pa- 
tient care and nursing home operation 
which may be a basis for developing 
programs. 

As a formal unit of government, the 
department is in a favorable position in 
helping formulate proposed legislation. 

Through its work with all nursing 
homes in a jurisdiction, the health de- 
partment can help the nursing home oper- 
ators, individually and as a group, develop 
professional understanding that can lead 
to improved techniques of patient care 
and other aspects of nursing home oper- 
ation. 

The health department, because of its 
relationships with other governmental 
and voluntary agencies, can foster varied 
community services related to patient 
care and adjustment. A special activity 
may be interpreting more accurately to 
the community the nursing home’s role in 
meeting problems of the aged and chroni- 
cally ill. 

In Missouri, the St. Louis County 
Health Department, through ‘its nursing 
home inspection program, acts as agent 
in enforcing State nursing home legisla- 
tion in the county. From this basic serv- 
ice, the program has branched out into 
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research, legislative, and training activi- 
ties. 

In comparison with national data the 
nursing homes in St. Louis County are 
reasonably typical. Data by age distribu- 
tion, type of medical and nursing service 
needs, and financial support show that 
county homes and patients are in the 
median range for the United States. 
There are 15 nursing homes with less 
than 10 beds and several with more than 
100 beds. The majority are privately 
operated; some are under church or 
other charitable sponsorship. The 60 
homes in the county have a total bed 
capacity of more than 2,000, a larger 
number of homes and beds than would 
be expected for the St. Louis County’s 


600,000 population. The disproportion- 
ately large number is almost certainly 
the result of an enforcement code adopted 
by the city of St. Louis more than 30 
years ago. The county had no licensing 
program until the State adopted its first 
nursing home legislation in 1941. 


LEGISLATIVE ACTION 

The nursing home program, along with 
other aspects of chronic illness and aging, 
has received considerable attention in the 
community. Much of this program carries 
out recommendations made in a survey 
of chronic illness published: by the St. 
Louis Social Planning Council in 1946. 
Also, in 1953 a Missouri nursing nome 
association sponsored a bill designed to 
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correct many obvious deficiencies of the 
1941 law. However, the bill did not pass. 

The health department began empha- 
sizing the nursing home program early 
in 1954. At that time its official govern- 
ing body, the St. Louis County Council, 
provided funds for establishing a chronic 
disease control section, partly to expand 
the existing, inadequate inspection. Acting 
on a recommendation of the Social Plan- 
ning Council, the county council also au- 
thorized a survey of all nursing homes 
and their residents. The survey, utilizing 
the Commission on Chronic Illness forms, 
provided much new information. 

Precise survey data pointed up defects 
and inadequacies of existing State legis- 
lation, further supporting the legislation 
sponsored by the nursing home associa- 
tion. In 1955, the association-sponsored 
bill, slightly modified, was reintroduced, 
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and with broader backing was approved 
by the State legislature. Unfortunately, 
the bill contained a provision which was 
held unconstitutional. In 1957, impelled 
by the disastrous nursing home fire in 
Warrenton, Mo., the legislature amended 
the licensing and regulation bill, which 
is now the basis for regulation. 

The most controversial part of the 
present act provides for licensure by the 
type care the resident needs. The survey 
made by the Commission on Chronic IIl- 
ness was especially valuable in supporting 
this provision because it showed a wide 
range of patient needs—from essentially 
boarding care to medical and nursing 
services at almost hospital level. For the 
first time in Missouri, it is possible to 
define minimum nursing home standards 
appropriate to a realistic appraisal of pa- 
tient need. 


Probably no one code can be a defini- 
tive answer to legislation and regulation, 
but this bill already has markedly im- 
proved patient care. Without the back- 
ground of legislative review before the 
Warrenton fire, revised legislation would 
possibly have been restricted to fire safety 
provisions. 


SURVEY OF NURSING HOME 
RESIDENTS 


The Commission on Chronic Illness 
survey provides information about the 
resident’s medical and nursing needs, 
Many other concerns, however, are ex- 
pressed by the resident, his family, and 
the community. 


Nursing home facilities continue to ex- 
pand despite a general tendency to con- 
sider the home as an undesirable, last 
resort solution to the individual and 
family problem. Although there are some 
studies of psychological and social 
adjustment of the aged, including those 
in nursing homes, adequate information 
is not available on the factors important 
in placement and adjustment of the resi- 
dent to the home. Certainly we had no 
such information in St. Louis County. 
More data were necessary to develop pro- 
grams such as family counseling. 


In 1955 a further special study of 
county nursing home residents became 
possible. Its purpose was to ascertain the 
circumstances leading to the use of the 
nursing home as a patient’s way of living, 
the response of the patient to the solution 
of his problem, and any change that 
might be made in him or his living ar- 
rangements that would restore or main- 
tain him at his maximum level of func- 
tioning and happiness. 

This study was jointly sponsored by 
the Chronic Disease Division of the Pub- 
lic Health Service, the Brown School of 
Social Work of Washington University, 
and the St. Louis County Health De- 
partment. General research policy was 
formulated by a committee of personnel 
from the three agencies. The school as- 
sumed responsibility for the execution of 
the project by its graduate students. 

A sample of 36 residents from 23 dif- 
ferent homes was selected for intensive 
interviewing. Residents interviewed were 
restricted to those who were clear of 
mind, had lived in the nursing home for 
a year or more, and had at least one 
close relative living in the St. Louis met- 
ropolitan area. 


Detailed interviews of the resident, his 
relative, and the nursing home operator 
were conducted. Aside from the specific 
criteria of selection, analyses showed that 
the residents were essentially representa- 
tive of the nursing home population 
when compared with the Commission of 
Chronic Illness data. Although the ex- 
tensive interviews are a major asset, the 
small size of the sample can only repre- 
sent a pilot study and the findings are 
not definitive. This unpublished study 


was compiled into one volume and pre- 
sented as a joint master’s degree thesis 
for many 1955 graduates of the school. 
The following discussion covers only a 
few of the factors studied and reported 
in the thesis. 
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The policy committee approached the 
study with certain preconceived ideas as 
to what it might find. Members thought 
many residents would totally dislike nurs- 
ing home living, that relatives did not 
visit regularly, and that residents missed 
diversional activities. In this respect, the 
committee probably reflected the general 
community attitude toward nursing 
homes. 

With due consideration for the small 
sample size, it is interesting and signifi- 
cant that these assumptions were not 
borne out. For example, 32 of the 36 
residents, almost 90 percent, were found 
well adjusted on the basis of interviews 
with the resident, the relative, and the 
nursing home operator. Only 4 could be 
judged dissatisfied and had had a deterior- 
ating course of adjustment. Another set 
of data on psychological change in the 
patient after entry showed that approxi- 
mately 1 out of 6 was improved, 1 of 5 
was worse, and the remainder showed 
no change. Nursing home placement did 
not appear to have been generally dele- 
terious for patients. 

Although 8 of the 36 were entirely 
satisfied with their placement, and some 
of these 8 did not wish to return to a 
living arrangement with their families, 
the majority were only accepting of nurs- 
ing home placement or had hopes, fre- 
quently unrealistic, of making other 
arrangements. 


DATA ON PATIENT’S BACKGROUND 


While these findings were certainly bet- 
ter than we anticipated, the background 
and expectations of the person who be- 
comes a nursing home resident should 
be further evaluated. One surprising 
finding reflected in the favorable re- 
sponses was that the women, who out- 
numbered men 4 to 1 in the sample, had 
had an unusual incidence of hardship as 
adults. Approximately 40 percent of the 
women had to assume complete financial 
responsibility for self and family at some 
time during their mature years, usually 
when they were widowed. This and other 
data indicated that the lower socio-eco- 
nomic group in this community was more 
likely to select nursing home placement. 
Generally all the data pointed to the place- 
ment as an appropriate solution for the 
resident and his family. 

Another finding was that the patient 
or family frequently did not consider a 
nursing home placement until shortly be- 
fore the decision was made. Adequate 
preparation and participation of the pa- 
tient in the decision to move to a home 
appears to affect directly his adjustment. 
The resident was much more likely to be 
satisfied if he and the family had suf- 
ficient time and information to decide. 
Residents who were only accepting of the 
nursing home, or who were dissatisfied, 
had done less adequate planning, and the 
resident himself was frequently not in- 
volved. 

In more than half the cases where the 
patient was not entirely satisfied, he was 
not consulted, or had known of the de- 
cision for less than 2 weeks before it 
was made. This implies that individuals 
and families are not adequately informed 
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about nursing homes, and the community 
needs a better understanding of the serv- 
ices which they provide. The generally 
unfavorable reputation of nursing homes 
may well cause delay in considering them 
as a solution. 


OPERATORS’ ATTITUDES AND 
TRAINING 


The study attempted to assess the 
nursing home operator’s interest and at- 
titude toward patients and also sought 
the resident’s attitude toward the oper- 
ator. The residents had almost uniformly 
favorable comments about the operator. 
Residents believed the operator was inter- 
ested in their welfare, and all were highly 
disappointed that the operator did not 


spend more time with them. In general, 
the information obtained indicates that 
the operator plays an important, positive 
role in the resident’s adjustment to the 
nursing home. 

Interviews with operators indicated 
that their primary concern was the physi- 
cal aspects of care—keeping residents 
clean, properly fed, and protected. Social 
aspects, such as keeping residents occu- 
pied and combating boredom and discon- 
tent, seemed secondary. Although physical 
care was emphasized, this usually did 
not include rehabilitative efforts. Occa- 
sionally the expense of rehabilitation 
efforts led to negative attitudes toward 
rehabilitation work. 

The operators’ attitudes may well re- 
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flect the emphasis of official inspection, 
which has explicit standards for a home’s 
physical facilities and medical and nurs- 
ing care. But, at least in the Missouri 
legislation, other aspects of operation 
which may influence the resident’s adjust- 
ment to the home get little attention. 

The operator’s attitude is also affected 
by his background and training. In St. 
Louis County a few homes are managed 
by physicians, some by nurses, and one by 
a trained social worker. Most operators’ 
educational background and preparation 
do not include professional training. Some 
have had only a high school education. 
Although inspections influence the service 
provided, the nursing home operator is 
ultimately responsible for his institution 
and the care of its residents. 

Improved patient care can come only 
when ‘the operator has a more complete 
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understanding of patient needs and of the 
background of official requirements. Im- 
proved care requires also that appropriate 
techniques be known to the operator. 

Certainly the nursing home operator 
requires many skills which he now has 
little opportunity to develop except by 
unguided experience. The  operator’s 
varied, and not always adequate, training 
for his job and his importance to the 
resident point to a serious program need. 
Although nursing home associations re- 
cently have begun to provide needed pro- 
fessional information, there are not now 
adequate training programs. Regulation 
and inspection are of great value, but a 
considerable area of nursing home oper- 
ation remains outside the scope of legis- 
lation. 

Training for operators is, we believe, 
one of the most important activities the 


health department can initiate to improye 
patient care. The St. Louis County 
Health Department for the past 2 yeagg 
has sponsored a monthly training pro. 
gram for operators. These programs 
planned with a committee of the oper. 
ators, have reviewed available profes- 
sional knowledge on a wide range of 
topics such as fire prevention, nutrition, 
and cost accounting. These voluntary 
meetings have been well attended and 
seem to be one way of increasing the 
professional knowledge of nursing home 
operation. Aside from their informational 
function, they allow operators to share 
their concerns and trade ideas. 


CONCLUSION 


The nursing home program developed 
by the St. Louis County Health De- 
partment with other community agencies, 
includes collecting information and re- 
search, legislative programs, and operator 
training. The program stems from the 
department’s legal responsibilities as the 
licensure and inspection agency. 

Specific features of the St. Louis 
County program may not be adaptable in 
other areas. Our experience, however, in- 
dicates that the community, the nursing 
home operator, the patient and his family, 
and official and voluntary agencies see 
the program as an appropriate health de- 
partment function. 

Surgeon General Leroy E. Burney in a 
recent address to the convention of the 
American Nursing Home Association 
stated : 

“Good administration, both within an 
institution and in _ licensing agencies, 
should be based on education and as- 
sistance, rather than on compulsion. . . 
Standards and regulations should be in 
the form of basic principles, rather than 
an outline of specific details. 

“Administrative difficulties, both in in- 
dividual institutions and in public agen- 
cies, will not be satisfactorily resolved 
until the people of all communities ac- 
cept nursing homes, in fact as well as in 
theory, as an integral part of their health 
services.” 

It seems to us that the health depart- 
ment can and should play an important 
role in achieving this goal. 


Feeding problems 
of children 
with cleft palate* 


Mayton Zickefoose, M.S. 
Nutrition Consultant, 
Delaware State Board of Health 


Valuable information may be at our 
fingertips, available only for the looking. 
This was demonstrated recently in Dela- 
ware when the State board of health’s 
cleft palate-orthodontic clinic undertook 


*Reprinted from Children, November-Decem- 
ber 1957. 
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As one clinician states: “Blood loss 
may be hidden temporarily after closure 
of the thoracic or abdominal cavities, 
even though drains are in place. Ob- 
struction to outflow through these drains 
can occur, and bleeding is not apparent. 

“There are certain clinical situations 
in which prolonged and profound ooz- 
ing of blood may occur.’”! 

Published reports** over the last five 
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a study of the eating habits and problems 
of children with cleft palate. Most im- 
portant outcome of this study was the 
revelation of the ingenuity of parents 
in getting food into young children whose 
cleft was impeding their ability to take 
nourishment. Information on the feeding 
methods devised by these parents, through 
trial-and-error tactics, could be extreme- 
ly useful to others faced with the same 
problems. 

Since the cleft palate-orthodontic clinic 
team does not give overall medical and 
pediatric care, when the question arose 
concerning the feeding problems of chil- 
dren with cleft palate very little nutri- 
tional data were available from the clinic 
records. The general impression seemed 
to be that the eating habits of such chil- 
dren are similar to those of other chil- 
dren. It was to test this hypothesis and 
to discover if special nutrition services 
are pertinent to this group that the study 
was planned. 

The clinic is held on a monthly basis. 
Its staff includes: a director, a coordi- 
nator of speech-and-hearing services, the 
chief medical social consultant—all from 
the board of health’s division of crippled 
children’s services; a public-health nurse 
from one of the county health units; one 
or more plastic surgeons from the A. I. 
du Pont Institute; and two or more den- 
tists from a panel of three orthodontists 
and three prosthodontists associated with 
the clinic. On occasion, other members 
of the division’s speech-and-hearing and 


social-service staffs are present, as are 
speech therapists from the State’s educa- 
tional system. 

The board of health’s nutritionist 
serves the team on a consultant basis. 
The nutritionist has not been included as 
a direct team member because of the 
wish to protect the children from too 
many interviews at the clinic and also to 
keep the team from becoming unwieldy. 

Four to six children come to each 
clinic session, of which not more than 
two are there for the first time. The in- 
terim between visits varies depending on 
individual need. Some children come 
three times a year, and others only once 
in 3 years. 

The age range of children coming to 
the clinic has changed over the years. 
When the clinic began in 1951, the ma- 
jority were from 6 to 10 years old; none 
were under 3. As the program has pro- 
gressed, greater stress has been placed on 
early evaluation and treatment so that an 
increasing number of children, when ini- 
tially seen at the clinic, are in the young- 
er age bracket. At the present time, the 
majority range in age from 1% to 6 
years. 

In planning for the nutritional inter- 
views with the parents and children, the 
team decided that a home visit was the 
most feasible way of getting the infor- 
mation desired. Since these children were 
known to the public-health nurses who 
give health supervision to the families, 
the nurse and the nutritionist were asked 


to make joint visit, to the homes. The 
director sent a letter to the parents of 
each child on the clinic’s roster to tell 
them of the intended visit and its pur- 
pose, and to ask for their cooperation in 
answering the staff’s questionnaire. This 
proved to be a great help, as it prepared 
the parents beforehand for participation 
in the interview. 

To date, 58 visits out of a possible 70 
have been made. Among these the most 
commonly encountered problems were: 

1. Among babies, insufficient suction to 
get the milk out of the nipple. Most of 
them learned to chew it out. 

2. Excessive air intake on the part of 
infants, resulting in the need for several 
“burpings” during a feeding period. 

3. Difficulty, among both babies and 
older children, in taking in liquids with- 
out choking. 

4. Fear on the part of the mothers in 
facing the feeding task. Some mothers 
said they felt they transferred their fright 
to the child. 

5. Annoyance from acid and spicy foods. 
Some older children refused carbonated 
drinks “because the fizz tickles my nose.” 

6. Trouble with some foods usually 
eaten by toddlers and older children—es- 
pecially “gooey” or “pasty” foods—which 
seemed to get easily into the opening in 
the cleft. Those mentioned in particular 
were: nuts, peanut butter, leafy vegeta- 
bles, peelings on raw fruit, cooked cheese 
dishes, and creamed foods. When food 
did get into the cleft, some children were 
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able to suck it down; others rinsed it 
out with milk or water. Some had to 
have their mothers swab it out of the 
opening. 

7. Difficulty in chewing, usually be- 
cause of poor teeth. At least one-third 
of the children with which the interviews 
were concerned had this trouble. 

Food coming out of the nose bothered 
some of the children but, in most in- 
stances, it worried other persons more 
than it did the child. Some families hesi- 
tated to take their child away from home 
to eat because of people’s reaction to this 
occurrence. 

One child hit on the method of using 
two fingers of the right hand to close 
the opening in the palate each time she 
swallowed a bite of food. 

Many of these children remained on 
soft foods until after surgery. Some had 
difficulty with pureed foods. Some re- 
fused junior foods completely. 


SUCCESSFUL FEEDING METHODS 


The parents of these children had all 
found some ways of helping their chil- 
dren to increase their food intake. 

Most parents found that holding a 
baby with cleft palate at a certain angle 
during feeding prevented the child from 
choking. 

Some parents, while their babies were 
small, preferred a Brecht feeder or a 
medicine dropper rather than a regular 
bottle or spoon. 

Parents who fed their afflicted child 
through a regular nursing bottle found 
enlargement of the nipple hole to be 
practically a necessity, unless an old, 
well-used nipple was available. They 
opened the holes with a heated needle or 
icepick, or with scissors or a razor blade. 
Sometimes they softened new nipples by 
boiling them. 

Many parents found that pureed foods, 
if thinned with milk, fruit juice, broth, 
or other liquid, could be given from a 
bottle with a large hole in the nipple. 
They learned to place the nipple on the 
“good side” of the baby’s mouth. Some 
found the bottle method more satisfactory 
than feeding from a spoon. On the oth- 
er hand, some mothers found that their 
children could handle pureed foods better 
if they were thickened with the addition 
of crumbs of a vanilla wafer or graham 
cracker. 

Many parents of children old enough 
to chew taught them to eat slowly in 
small bites to avoid regurgitation. They 
also learned not to give them foods which 
are apt to cause trouble, such as fried 
things and other crisp or hard items. 

Some parents found that encouraging 
their child to suck liquids through a 
straw not only helped in the intake of 
food, but also helped to strengthen mus- 
cles for better speech. 

The perseverance and ingenuity of 
some of the parents shone through their 
stories of how they managed to get food 
into these handicapped children while 
they were babies. 

At feeding time, one mother held her 
infant on a pillow on her lap. She sat 
with her back to a window, so that the 
light would shine in the baby’s mouth. 
Using a medicine dropper, she put one 
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drop of milk at a time on the back of 
the baby’s tongue and let it ooze down. 
One drop too much would strangle him. 
It took her an hour and three-quarters 
to give the baby 3 ounces of formula. 
She fed him every 3 hours day and night. 
She spent practically all her time with 
the baby since other persons were afraid 
to try the feeding. The father did the 
cooking and what housework was done. 

Another mother reported that because 
she kept breaking the Brecht feeder, her 
husband had bought her a gadget that is 
used to put water in car batteries. She 
said that it was much cheaper and 
worked fine. She had to be careful to 
have the milk hit the inside of the in- 
fant’s cheek; if it hit the back of his 
throat, he choked. 

One couple had a baby girl with a 
cleft in both the hard and soft palates. 
When they tried to feed her, her tongue 
kept falling back and choking her. 

After unsuccessful attempts to pull the 
tongue forward, they conceived the idea 
of turning the child on her stomach, 
across the mother’s knee, with her head 
lowered. When she was in that position. 
her tongue came back to its normal 
place. Using a medicine dropper, these 
parents took 2 hours to feed the baby 1 
ounce of milk. She kept losing weight, 
and when she was 4 months old weighed 
less than 6 pounds. 

When the doctor was beginning to give 
up hope for this little girl’s survival, 
the father hit on the idea of using a 
glass tube with a nipple on one end and 
a rubber bulb on the other. He heated 
a piece of neon tubing and shaped it so 
that the nipple and bulb could be used. 
A friend, who worked in a glass plant, 
made him several bottles, similar to the 
tubing, but with a greater capacity, and 
easier to use. 

For 6 months this baby was not left 
alone day or night, even for a few 
minutes. When the time came for her 
to take solid foods, the parents gave her 
strained baby foods mixed with milk— 
one-half jar of baby food to 6 ounces 
of milk—through the bottle. They fed 
her from this special bottle for 2% years, 
until her cleft was mended through sur- 
gery. Now at 9, she is a happy, healthy 
individual. 

Since eating was such a long-drawn- 
out process for many of the children 
with cleft palates, they were apt to get 
tired and give up before finishing a meal. 
Some choked easily, got panicky, and 
stopped eating. But the parents never 
gave up. One mother said that she had 
times when she thought she could not go 
through another feeding session. When 
she felt that way she would get up, walk 
around the table, count to 10, sit down 
again, and start over. Another .mother 
solved the problem of tedium by feeding 
her child only small amounts, but fre- 


_ quently. One father told about having 


to keep patting his infant on the cheek 
so that she would stay awake long enough 
to take her formula. 

Some mothers said they felt that they 
had been overprotective and suggested 
that other parents should be warned 
against this. 

One mother who reported that she had 
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never pampered ner little girl, said she 
felt that as a result of this the child 
had become determined to learn to eat 
just like her brothers and sisters. By 
trial and error, she learned that she 
could not eat as fast or take bites as 
big as they, but she ate the same foods 
as the rest of the family. 

Most of the mothers who had gone 
through the experience of feeding a 
child having a cleft palate said that they 
would have welcomed help and guidance 
in feeding methods and in the choice and 
preparation of foods. Those who were 
still undergoing the experience were 
eager to know how other mothers met 
the problems. 


AFTER SURGERY 


Surgery on the cleft had been per- 
formed on the majority of the children 
who were the subjects of the interviews. 
Most of their parents said the children 
ate better afterward and that eating was 
no longer such a chore for them. After 
surgery, the children had little difficulty 
with food coming out the nose. They 
also had fewer respiratory infections and, 
therefore, according to their parents, bet- 
ter appetites. 

The children with prosthetic appliances 
for their clefts seemed to adjust to them 
very well. One or two had some initial 
difficulty in eating, as the appliances oc- 
casionally gagged them, but they soon 
learned to manage this problem. Some 
of these appliances helped the children 
in chewing and in keeping the cleft pro- 
tected from food, as well as in speaking. 


The children still having eating diffi- 
culties after surgery were the ones whose 
teeth showed marked decay or very poor 
occlusion, or both. Some of these chil- 
dren were old enough to have had ortho- 
dontic treatment. This, said their parents, 
had resulted in sufficient improvement in 
occlusion to be a real boon to the chil- 
dren’s eating enjoyment by greatly alle- 
viating the difficulty in chewing. 


DIET HISTORIES 


The interviewers also attempted to find 
out what the current intake of food was 
for each child with a cleft palate. Each 
mother was asked to estimate how many 
servings per week her child ate of the 
following foods: milk and its products, 
fruit, vegetables, meat, fish, eggs, dried 
beans and peas, bread and cereal, fats, 
and sweets. 

Diet histories were obtained on 49 chil- 
dren. Diets of many of the older chil- 
dren were unobtainable as some were 
away at school, some were institutional- 
ized, and one was working away from 
home. 

Milk intake was low in a large num- 
ber of cases. Only a third of the chil- 
dren were drinking a quart daily. Fruit 
was well liked by most of the children, 
but in several cases the citrus fruits were 
not being made available to the child. 
Apples and bananas were favorites. Po- 
tatoes were eaten once or twice daily by 
the majority of the children. Those who 
did not eat potatoes usually had rice, 
spaghetti, or macaroni as a substitute. 
Many children disliked leafy, green, and 


yellow vegetables. Meat was well liked 
by practically all of the children, but in 
a few cases, family economy kept them 
from eating it daily. Only three children 
disliked eggs to the point of refusing 
them completely. 

All of the children ate bread and cereals 
daily and several of them ate large quan- 
tities of such food. Cereal was a favorite 
between-meals snack. Dried beans were 
usually eaten when served. In the few 
cases where they were not eaten at all, the 
mothers said they never prepared them, 
Sweets in some form were consumed daily, 
in most cases in fairly large amounts. A 
few parents felt very strongly about the 
relationship of sugar to tooth decay and 
so restricted the amount of sweets being 
made available to the child. 

About half the children were taking 
vitamin preparations, the majority in 
multivitamin capsules. Four were taking 
cod-liver oil during the winter months. 

The eating pattern of these children in 
not taking enough milk, citrus fruit, and 
green and yellow vegetables is similar to 
the food habits of other children revealed 
by studies made elsewhere*”* and thus in- 
dicates a need for an educational effort 
emphasizing the place of such foods in 
the building and maintenance of health. 
Children with cleft palates especially need 
nourishing food, not only for normal 
growth and development but also for 
helping them to undergo the stress of 
surgery. Good nutrition is especially im- 
portant for them because of its relation- 
ship to the prevention of dental caries 
and to the health of the gums. 
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As a result of the study, the nutrition- 
ist from the staff of the Delaware State 
Board of Health now accompanies the 
public-health nurse on a home visit to each 
child new to the cleft-palate clinic. Her 
purpose is to help the nurse to evaluate 
the child’s eating practices and to work 
out helpful suggestions for the mother. 

Also as a result of these findings, the 
nutritionist is now being given the oppor- 
tunity to present to the clinic’s team any 
nutrition information that seems pertinent 
to any particular case. 

Already the findings of the study have 
been presented at an institute on the 
cleft-palate program. They will also be 
incorporated into a pamphlet for families 
of children with this handicap and to 
others who work in their behalf. 

Since this study was undertaken, 
public-health nurses in Delaware have 
become more aware of the feeding prob- 
lems facing children with cleft palate. 
Social workers have also expressed con- 
cern about the time consumed in the 
feeding and care of children with cleft 
palate and the possible effect this could 
have on their families. Speech therapists 
have expressed an interest in the rela- 
tionship of nutrition problems to the 
success of their program. One cited the 
case of a child who made little progress 
with speech while in a poor state of 
nutrition but who responded well to 
speech therapy as soon as his nutritional 
status improved. 

Less tangible, but also apparent, has 
been the study’s significance in giving 
mothers of children with cleft palate a 
chance to discuss their problems and 
accomplishments and to exchange ideas 
with other parents in similar circum- 
stances. 

1. Eppright, E. S.; Sidwell, V. D.; Swanson, 
P. P.: Nutrition value of the diets of Iowa 
school children. Journal of Nutrition, Novem- 
ber 1954. 

2. Agriculture Research Service, Institute of 
Home Economics, U. S. Department of Agri- 
— Household food consumption surveys, 
1955. 


3. General Mills, Inc.: What do children 
eat? 1951. 


Motor vehicle 
accident trends* 


Although largely amenable to control, 
motor vehicle accidents continue to take 
a deplorably large toll of life year after 
year. In 1957 such accidents accounted 
for about 38,500 deaths in the United 
States, equivalent to a death rate of 23 
per 100,000 population. Motor vehicle 
accidents rank fifth among all the causes 
of death and take approximately 3 times 
as many lives as tuberculosis. Two thirds 
of those fatally injured in accidents of 
this type are in the most productive years 
of life. 

The mortality rate from injuries sus- 
tained in motor vehicle accidents is no 
lower now than. it was a decade ago. Yet, 
there are some encouraging aspects in the 
situation. On the basis of vehicle miles 


*Reprinted from Statistical Bulletin, Metro- 
Politan Life Insurance Company, March 1958. 
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Borcherdts 


malt soup extract 


¢ Promotes growth and activity of favorable aciduric bac- 
teria in the colon 
© Softens hard, dry stools for easy passage 
¢ Provides gentle stimulus to peristalsis, and helps restore 
_ normal bowel function 
In addition, Malt Soup Extract gives the nutritive, tonic 
effect of choice barley malt extract—a gentle “lift” for 
thin, under-par patients of all ages. 


A UNIQUE FORMULA Specially non-diastatic malt extract 
with potassium carbonate. 
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without toxicity, without irritation, without — 
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viding bacteriostasis. 2 
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*Spermicidal, moniliastatic, trichomonastatic. The evident increase in the incidence of moniliasis suggests regular use of a con- 
traceptive shown in the laboratory to be moniliastatic. Also, Lanteen jelly’s proven activity against trichomonas can aid in prevent- 
ing reinfection with this organism by the male partner. Lanteen contraceptive jelly enables all your patients to use continuously 
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traveled, the death rate has decreased 
about one third in the past 10 years. Ac- 
cording to the National Safety Council, 
the rate in 1957 was down to the all-time 
low of 5.9 per 100 million vehicle miles. 
Another hopeful sign is the downward 
trend in fatal injuries among pedestrians. 
In 1956-57, the annual motor vehicle ac- 
cident death rate among pedestrians was 
4.7 per 100,000 population, or two fifths 
less than that in 1946-47. Currently about 
8,000 pedestrians a year are killed on 
streets and highways—a large enough 
toll, but considerably less than the annual 
loss of approximately 11,000 lives a dec- 
ade earlier. Pedestrians now account for 
one fifth of all the deaths from motor 
vehicle accidents, whereas in 1946-47 they 
constituted a third of the total. 

In sharp contrast to the reduction in 
deaths of pedestrians has been an appre- 
ciable rise in the loss of life among occu- 
pants of cars—drivers and passengers. 
The current nonpedestrian accident death 
rate is nearly one fifth higher than the 
rate of 15.6 per 100,000 recorded in 1946- 
47. Such major types of nonpedestrian 
accidents as collision between motor ve- 
hicles, and vehicles overturning on the 
road, running off the roadway, or hitting 
a tree, pole, or other fixed object have 
been accounting for an increasing number 
of victims. Only grade crossing accidents 
have shown an appreciable improvement. 
The building of overpasses, removal of 
obstructions to vision, improved traffic 
control devices, and other engineering ad- 
vances have decreased the frequency of 
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collision between motor vehicles and 
trains. Safety education has also made 
drivers increasingly aware of the need to 
observe stop signals at highway ail 
crossings. 

The recent mortality trends from mo- 
tor vehicle accidents according to sex and 
age show that among males, the death 
rate for all ages combined decreased 
about 5 percent between 1946-47 and 
1954-55, the latest years for which de- 
tailed data are available; among females, 
on the other hand, the rate rose 8 per- 
cent. Despite these contrasting trends, 
the motor vehicle accident death rate 
among males is still about 3 times that 
for females. 

Marked variations are observed in the 
trend by age. In general, the mortality 
from motor vehicle accidents has in- 
creased among infants and in a wide 
range of adult ages; decreases have oc- 
curred among children and among people 
at the older ages. Among males, adoles- 
cents and young adults, who usually ex- 
perience peak motor vehicle accident death 
rates, showed a relatively large increase 
—close to 20 percent—between 1946-47 
and 1954-55. Among females, increases 
were recorded for every age group ex- 
cept 1-14 and 75 and over. There is no 
ready explanation for the sharp rise in 
infant deaths, but it may reflect a greater 
tendency to take the baby along when 
the family car is used. The increase at 
the adult ages is probably associated with 
the rise in nonpedestrian accidents, where- 
as the lowered mortality among children 


and older people undoubtedly reflects the 
favorable trend for motor vehicle acci- 
dents involving pedestrians. 

There is obviously an urgent need to 
reduce the motor vehicle accident toll in 
our country. Recognizing this need, the 
Boy Scouts are concentrating their atten- 
tion on traffic safety this spring, as part 
of their national service program for the 
year. In addition, a number of public and 
private organizations are intensifying 
their efforts to Back the Attack on motor 
vehicle accidents. 


Books received 


Books received for review during the 
period from April 5 to May 5 are listed 
below. Reviews will be published as space 
permits. 


RECONSTRUCTIVE AND REPARATIVE 
SURGERY. By Hans May, M.D., F.A.C.S.; 
Associate Professor of Surgery, Graduate 
School of Medicine, University of Pennsyl- 
vania; Chief of the Department of Plastic and 
Reconstructive Surgery, Lankenau Hospital, 
Germantown Hospital and St. Christopher’s 
Hospital for Children. Ed. 2. Cloth. Pp. 1115, 
with illustrations. Price $30.00. F. A. Davis 
Company, Medical Publishers, 1914-16 Cherry 
St., Philadelphia 3, 1958. 


DRUGS OF CHOICE 1958-1959. By Walter 
Modell, M.D., Editor, Associate Professor of 
Pharmacology, Cornell University Medical Col- 
lege; Attending Physician, New York Weterans 
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inistration Hospital; Associate Visiting 
Sue, Bellevue Hospital; Member, Poison 
Control Advisory Board of New York City; 
Member, Revision Committee, United States 
‘opeia XVI. Cloth. Pp. 931, with illus- 


trations. 
pany, 3207 
1958. 


‘ha Foundation Symposium on the CHEM- 
anny AND BIOLOGY OF MUCOPOLY- 
SACCHARIDES. Editors for the Ciba Founda- 
tion, G. E. W. Wolstenholme, O.B.E., M.A., 
M.B., B.Ch.; and Maeve O’Connor, B.A. Cloth. 
Pp. 323, with illustrations. Price $8.50. Little, 
Brown & Company, 34 Beacon St., Boston 6, 


1958. 


THE MEDICAL MANAGEMENT OF 
CANCER. By Henry D. Diamond, M.D., 
F.A.C.P., Associate Attending Physician, The 
Medical Neoplasia Service of the Department 
of Medicine, The Memorial Center for Cancer 
and Allied Diseases; Associate, and Section 
Head of the Lymphoma Section of the Division 
of Clinical Chemotherapy, The Sloan-Kettering 
Institute for Cancer Research; Assistant Pro- 
fessor of Clinical Medicine, Cornell University 
Medical College, New York, N.Y. Cloth. Pp. 
179, with illustrations. Price $6.75. Grune & 
Stratton, 381 Fourth Ave., New York 16, 1958. 


ORAL SURGERY. By Kurt H. Thoma, 
D.M.D.; Dr.Med.Dent.H.C. (Zurich); F.D.S., 
R.C.S. (Eng.); Hon. F.D.S., R.C.S. (Edin.); 
F.A.C.D., Professor of Oral Surgery, Emeritus, 
and Brackett Professor of Oral Pathology, 
Emeritus, Harvard University; Visiting Lec- 
turer in Oral Surgery, Graduate School of 
Medicine, University of Pennsylvania; Honor- 
ary Surgeon, Formerly Oral Surgeon and 
Chief of Dental Department, Massachusetts Gen- 
eral Hospital; Oral Surgeon-in-Chief to Brooks 
Hospital, Brookline, Mass.; Consultant in Oral 
Surgery to the U.S. Public Health Service 
Hospital, Boston, Mass.; Civilian Consultant in 
Oral Surgery to the Walter Reed Army Medi- 
cal Center, Washington, D.C. Ed. 3. Cloth. 
Pp. 1607, with illustrations. Price $27.50. The 
C. V. Mosby Company, 3207 Washington Blvd., 
St. Louis 3, 1958. 


CLINICAL OBSTETRICS AND GYNE- 
COLOGY. Volume 1, Number 1. Medical 
Problems in Pregnancy. Edited by Curtis J. 
Lund, M.D. Management of Endocrine Prob- 
lems. Edited by Allan C. Barnes, M.D. Cloth. 
Pp. 288, with illustrations. Price $18.00 for 
four consecutive numbers. Paul B. Hoeber, 
Medical Book Department of Harper & Broth- 
ers, 49 East 33rd St., New York 16, 1958. 


THE CHEMISTRY AND CHEMOTHER- 
APY OF TUBERCULOSIS. A Compilation 
and Critical Review of Existing Knowledge on 
the Chemistry of Tubercle Bacilli and their 
Products, Chemical Changes and Processes in 
the Host, and Chemical Aspects of the Treat- 
ment of Tuberculosis. By Esmond R. Long, 
M.D., Ph.D., Sc.D., Emeritus Professor of 
Pathology and formerly Director, Henry Phipps 
Institute for the Study, Treatment and Preven- 
tion of Tuberculosis, University of Pennsyl- 
vania; formerly Director of Medical Research, 
National Tuberculosis Association. Ed. 3. 
Cloth. Pp. 450, with illustrations. Price $12.00. 
Williams & Wilkins Company, Mount Royal 
and Guilford Aves., Baltimore 2, Maryland, 
1958. 


THE TREATMENT OF FRACTURES. 
Volume III. By Lorenz Bohler, M.D., Direc- 
tor of the Accident Hospital, Vienna XX; Pro- 
fessor of Accident Surgery, University of 
Vienna. Translated from the Thirteenth Ger- 
man Edition by Alfred Wallner, M.D., Diplo- 
mate, American Board of Surgery; and Otto 
Russe, M.D., Director of the Accident Hospital, 
Vienna XII. Cloth. Pp. 2307, with illustra- 
tions. Price $21.00. Grune & Stratton, 381 
Fourth Ave., New York 16, 1958. 


PSYCHIATRIC NURSING. Syllabus and 
Workbook for Student Nurses. By Lenore 
Kimball, B.S., R.N., Instructor of Psychiatric 
Nursing and Supervisor of Psychiatric Nursing 
Service, Cook County School of Nursing, Chi- 
cago. Ed. 2. Paper. Pp. 186, with illustra- 
tions. Price $3.00. The C. V. Mosby Company, 
3207 Washington Blvd., St. Louis 3, 1958, 
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1958 BRITANNICA BOOK OF THE YEAR. 
Cloth, Pp. 778, with illustrations. Price $12.00. 
Encyclopedia Brittannica, 400 West Madison 
Street, Chicago, 1958. 


FUNCTIONAL BRACING OF THE UP- 
PER EXTREMITIES. Written and illustrated 
by Miles H. Anderson, Ed.D., Director, Pros- 
thetics, Education Project, School of Medicine, 
University of California, Los Angeles. Edited 
by Raymond E. Sollars, Associate Director, 
Prosthetics Education Project, School of Medi- 
cine, University of California, Los Angeles. 
Cloth. Pp. 463, with illustrations. Price $9.50. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Ave., Springfield, Illinois, 1958. 


THE AMERICANA ANNUAL 1958. An 
Encyclopedia of the Events of 1957. Edited by 
Lavina P. Dudley, Executive Editor of Ameri- 
cana Publications; and John J. Smith, Editor 
of the Americana Annual. Cloth. Pp. 892, with 
illustrations. Americana Corporation, 2 West 
45th St., New York 36, 1958. 


DYNAMIC ANATOMY AND PHYSIOL- 
OGY. By L. L. Langley, Ph.D., LL.B., Asso- 
ciate Professor of Physiology, University of 
Alabama Medical Center; E. Cheraskin, M.D., 
D.M.D., Professor and Chairman of the Depart- 
ment of Oral Medicine, University of Alabama 
Medical Center; Ruth Sleeper, R.N., Director 
of the School of Nursing, Massachusetts Gen- 
eral Hospital. Cloth. Pp. 719, with illustra- 
tions. Price $6.00. McGraw-Hill Book Com- 
pany, 330 West 42nd St., New York 36, 1958. 


A MANUAL OF ELECTROTHERAPY. By 
Arthur L. Watkins, M.D., Assistant Clinical 
Professor of Medicine, Harvard Medical School; 
Chief of Physical Medicine, Massachusetts Gen- 
eral Hospital; Medical Director, Bay State 
Medical Rehabilitation Clinic, Boston, Massa- 
chusetts. Cloth. Pp. 259, with illustrations. 
Price $5.00. Lea & Febiger, Washington Square, 
Philadelphia 6, 1958. 


Graduates 


CHICAGO COLLEGE OF OSTEOPATHY 
JUNE 8, 1958 


Allen, Russell 

Bishop, Peter J. 

Blaha, Robert James 
Blanke, James Kent 

Boris, Henry Carl 

Briski, Robert 

Callton, Samuel 
Derbabian, Ohannas John 
Donalson, Brinton Currinder, Jr. 
Dorfner, Philip Albert 
Ellis, Charles Morgan 
Garling Arthur M. 
Goldberg, Marvin 

Gordon, Garry Frederic 
Grigg, Willhite B. 
Hammons, James Watson 
Hess, Alfred 

Hollis, James Francis 
Jensen, Richard Lee 
Kappler, Robert Eugene 
Katz, Allen Morton 
Landberg, George Emanuel 
Lane, Donald James 
Lange, Kenneth Day 
Latus, Thomas Anthony 
Lichwa, Edwin A. 
Manning, John Edward, Jr. 


.Meachum, Floyd Thomas 


Morgan, Carl Andrew 
Norman, Harold Arthur 
Pavlowich, Walter Michael 
Raymond, John Edward 
Rusnaczyk, Leo Albert 
Scheller, Edward Leo 
Schrimpf, Charles Francis 
Schwartz, Arnold 

Shedler, Leonard 

Smith, Fleyd Edgar 
Stevenson, George Whitney, Jr. 
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e DYSMENORRHEA 
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HVC 


HAYDEN'S VIBURNUM 
COMPOUND 


th 


Contains opulus, di 
prickly ash berries, cromatics and suffi- 


physicians for over ninety years as a 

istently reliable sedative and 
smooth muscle relaxant. Symptomatic 
relief is both prompt and prolonged, 
and HVC is free from narcotics or 
hypnotics. 


Write for literature and professional sample. 


NEW YORK PHARMACEUTICAL CO. 
Bedford, Mass. U. S.A. 
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A G 
(GROWTH) (MATURATION) 


For patients over 40, The G POINT (point of declination in life) can be postponed! 


Properly balanced Androgen — Estrogen — nutritional therapy may prevent pre- 
mature eging and d ge of gonadal decline and nutritional inadequacy. 


Complaints of symptoms such as muscular pain, fatigue, irritability, and poor ap- 
petite in the patient over 40 may be the first indications of three major stress 
factors in the aging process: (1) Gonadel Hormonal Imbalance, (2) Nutritional In- 
adequacy and (3) Emotional Instability. GERITAG is especially formulated to guard 
against premature damage and to delay the degenerative process. 
Rx GERITAG in preventive geriatrics. Also available as injectable. 


Each Magenta Soft Gelatin Capsule contains: 


Methyltestosterone.___.. 2 mg. 
Ethinyl Estradiol... 0.01 mg. 


Ferrous Sulfate 50 mg 
10 mg. 
Ascorbic Acid... 30 mg. 
Molybdenum... 0.5 mg. 
Cobalt........... 
Copper...... ... 0.2 mg. 
Vitamin A. 5,000 L.U. 
Vitamin 400 1.U. 
Cal. Pantothenate _____. 3 mg. 


Thiamine Hcl. ............ 2 mg. 
Riboflavin.................... 2 mg. 
Pyridoxine Hcl... 0.3 mg. 
20 mg. 
Manganese... 1 mg. 
Magnesium... 5 mg. 
lodine____... 0.15 mg 
Potassium 2 mg 
Choline Bitartrate_.. 40 mg. 
Methionine... 20 mg. 
Inositol... .... .. . _.. 20 mg. 


Literature and references available. 


*Chappel, C.C., J.A.M.A., 162: 1414, (Dec. 8) 1956 
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Strefling, John Louis 
Talerico, Henry Gabriel 
Tucker, Wayne LeRoy 
Volz, Max Stuart 
Weller, Ronald 

Witt, John Robert 
Wolfer, George Koobs 


COLLEGE OF OSTEOPATHIC 
PHYSICIANS AND SURGEONS 


JUNE 20, 1958 


Allison, Robert G. 
Anderson, Duane D. 
Appleton, Michael C. 
Aton, Jack A. 

Autry, William J. 
Brown, Robert R. 
Bruno, Franco P. 
Buzanis, Theodore C. 
Chapman, William F. 
Dale, Thomas Redding, III 
Davis, Kathleen N. 
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Davis, Peter S. 

Del Giudice, Joseph 
Donoghue, Charles K. 
Duffy, William 
Edwards, Guy Frederick 
Fairchild, Gordon E. 
Fennessy, William J. 
Fong, James W. 
Foster, Denver Royce 
Friend, Charles G. 
Fulton, Max Hendrickson 
Galyean, Donald J. 
Gladstone, Marvin M. 
Gray, Richard George 
Guerra, Richard 
Hinds, Ramon K. 
Holmes, Richard J. 
Hopkins, Charles W. 
Isola, Ralph 

Jung, Ralph C. 
Katano, Sam 

Katz, Herbert 
Killian, Albert, Jr. 
Lee, Robert Neale 
Lesko, Leo 

Lesonsky, Seymour 


Louie, Eugene D. 
Lozanoff, Freda 

Lyster, James E. 
Maier, Gottlieb 

Maltin, Robert 

Minkin, Richard D. 
Miya, Frank S. 
Mohsenin, Mohammad B. 
Molina, Clarence D. 
Murray, Robert L. 
Nadridge, Maurice S. 
Olson, Jack C. 

Oriente, Dante William 
Ozaki, Junji 

Paltin, Gerald S. 
Paskil, Harry M. 

Pearl, Arthur M. 
Podolak, Gerald 
Portillo, Joseph A. 
Pyzer, Lloyd E. 

Rains, Richard R. 
Rayman, Elmore M. 
Reynaud, Arthur J. 
Roshan, Mansour 
Rutherford, James D. 
Sanders, Ben 

Sandham, Richard 
Scholz, Victor F. 
Schroeder, Vernon R. 
Schuman, Edward C. 
Secrest, Gloria Anderson 
Seltzer, Elworth C. 
Shapoory, Mohammad R. 
Shutman, Edward E. 
Siemon, Mary Josephine 
Solana, Louis J. 
Springer, Donald F. 
Stupy, Joseph F. 
Taylor, James S. 

Thill, Roger A. 

Tyrrell, Carleton F. 
Wainschel, Jack 

Wall, Charles V. 
Weast, William S. 
Weiner, Samuel A. 
Wong, George, Jr. 
Yamamoto, Sam M. 
Yoshida, Thomas H. 
Youngerman, Arthur C. 


DES MOINES STILL COLLEGE OF 
OSTEOPATHY AND SURGERY 


JUNE 6, 1958 


Acosta, Agustin 

Barrow, Leonard Albert 
Brodie, Gerald S. 
Brown, James Franklin 
Bucholz, Gilbert S. 
Chaby, Beryl Joseph 
Chinn, Wilbur 
Clevenger, Arthur Allan 
Cornwell, Robert Roland 
Daniels, Stanley Earl 
Dono, Francis Vincent 
Epstein, Sheldon Martin 
Foley, Mark Joseph 
Furness, Hugh Carter 
Gutowski, Watson A. 
Harrington, Donald Paul 
Howe, Gilbert LeRoy 
Jacobsen, Merl Martin 
Kessler, Berton Jerome 
King, Donald Charles 
Koepke, Robert Carl 
Konold, George Edward 
Kopec, Pauline Agnes 
Koss, George William 
Lans, Allan Myron 
LaRiccia, Louis Anthony 
Margolis, Jerry Gordon 
Millar, Donald John 
O’Day, James Joseph 
Olszewski, John Norman 
Ozog, Stanley Anthony 
Parrott, Charles Edwin 
Pearl, Conrad Robert 
Pearl, Jack William 
Pochik, Frank Renaldo 
Seifer, William Joseph 
Senty, Roger F. 
Shapiro, Saul M. 
Slevin, Daniel James 
Soye, James William 
Sybert, Robert Albert 
Taylor, Roosevelt 
Thesing, Thomas Anthony 
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Wilson, Clarence Walker 
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for bowel obsession 
in the aged 


DORBANTYL 


(danthron+dioctyl sodium sulfosuccinate) 


PERISTALTIC STIMULANT + FECAL SOFTENER 
DorsBanTYL relieves not only the atonic consti- 
pation of the elderly but also their cathartic habitu- 
ation and bowel obsession. Its prompt and gentle 
action contributes to the gradual re-establishment 
of natural elimination: “A bowel movement was 
usually obtained on the second day....[and] 
gradual withdrawal of medication to complete dis- 
continuance was possible in most instances.”* 
supplied: 
Dorpantyt Capsules each containing danthron (Dorsane), 25 
mg., and dioctyl sodium sulfosuccinate, 50 mg. 
Dorsantrt Forte Capsules each equivalent to two regular 
Dorsantrt Capsules. 
Dorsantrt Suspension, each 5-cc. tsp., orange-pineapple flavored, 
contains danthron (Dorsane), 25 mg., and dioctyl sodium sul- 
fosuccinate, 50 mg. 

*Marks, M. M.: Clin. Med. 4:151, 1957. 


KANSAS CITY COLLEGE OF 
OSTEOPATHY AND SURGERY 


MAY 29, 1958 


Abraham, Henry Lloyd 
Agee, Douglas Moore 
Aratow, Arthur 
Azarian, Albert 
Bauers, Janis (John) 
Beal, John Thompson 
Beaman, Kenneth Edward 
Bella, George Thomas 
Blando, Manuel John 
Breedlove, Raymond Eldridge 
Byrd, James Allen 
Cahill, John Joseph, Jr. 
Campbell, Deweese Young 
Carlsen, Richard Arnold 
Cipolla, Nicholas Rocco 
Clark, William Harley, Jr. 
Claxton, Freeman 
Cogburn, Clarence Gilbert 
Cohen, Harry Charles 
Comstock, Byron Herbert, Jr. 
Cooper, Stuart 
Cuellari, Frank 
Curtiss, Robert Louis 
Cyman, Robert Casimir 
Dennis, Ronald Eugene 
Dillon, Frank Hall 
Ding, Alice Ai-Fang 
Dixon, Ray Clarence 
Eng, Elsie Jane 
Eng, Ethel Jean 
Everett, Carl Edwin 
Fox, Silas 
Gallagher, Jack Vincent 
Gatrell, Harley Cleveland, Jr. 
Glickfield, Myron Lee 
Golden, Harvey Oscar 
Gorenstein, Irwin 
Griffin, Richard Eugene 
Hamilton, Alfred Stephen 
Harbolt, Byron David 
Heaton, Ray Dean 
Henderson, George Albert 
Hunholz, John Jerome 
Hunter, Edward Thomas 
Jenco, Vincent Louis 
Jordan, Joe 
Joshowitz, Herbert 
Kahm, Edward Lyle 
Keuchel, Joseph Amiel, Jr. 
Lee, William 
Leo, Orlando Dominic 
Leong, Daniel 
LePere, Ronald Roy 
Liverman, Raymond Eugene 
Matthews, David 
McCormack, Frank 
McCormack, Marjorie Harris 
McDaniel, Melvin Harry 
Mielcarek, John Eugene 
Mirowski, Bruno Frank 
Natolis, Francis Joseph 


AND FOR GENTLE PERISTALTIC 
STIMULATION ALONE 


DORBANE’ 


(danthron) 


For more rapid response or in occasional consti- 
pation prescribe crystalline-pure DorBaNe, a gen- 
tle evacuant without cathartic griping. 
Dorsane Tablets, scored (75 mg. danthron), and D Sus- 
pension, orange fi d (37.5 mg. per 5-ce. tsp.) 


DORBANTYL AND DORBANE ARE THE TR OF SCHEN. 
LABS PHARMACEUTICALS, INC. DORBANTYL FORMULA PATENT PENDING. 


ScHENLABS PHARMACEUTICALS, INC. 
cchenfabs, Manufacturers of NEUTRAPEN® 
for penicillin reactions 
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Rosenbaum, Irwin Yale Armato, Andrew Anthony Hershman, Ira 

Schilling, Gerard Joseph Bayles, Richard J. Hoberg, Glenn 

Shankwiler, Reed Albert Berks, Bernard Lew Jugan, Robert Michael 
Shanley, Thomas Richard Berry, Dwaine Henry Kates, Harold H. 

Shelton, Edward James Bischel, George Willard Kaufman, Robert Lee 
Sivak, George Anthony Boyd, Kit (Hattie Mae) Myers Kidwell, Neil Hoyt 
Soliday, Harry Leslie Boyd, J | Jr. 

; ; uder, Josep rt oogler, James H. 
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Truitt, Denzil James Crouse, Melvin David Loerke, Welden Richard 
Wall, Irvin Franz : Deurloo, Thomas Wayne Manlove, Duane Louis 
White, Courtney Wilbur Eberly, Wain B. Marsh, Ian Alllison 

Yelsa, Charles Joseph Emlich, William Frederick Merwin, Ralph Crim 
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Murray, Kenneth Edwin 
O’Connor, John Thomas 
Olson, James Arthur 
Pardell, Herbert 

Pavloff, Louis 

Pearson, Ronald Wade 
Peters, Robert Lee, Jr. 
Pflaum, Byron Curtis 
Richert, Joseph James 
Ridgway, Kenneth Driggs 
Rogers, Frederick Walter 
Rollins, Frederick Romulus Irwin 
Roper, Robert Eugene 
Roskos, Robert 
Rubenstein, Laurence 
Sahlaney, Michael Edward 
Scarchilli, Albert Joseph 
Schlepphorst, Jodie Anthony 
Semetko, Ralph Joseph 
Sever, Benjamin O. 
Sharp, Roland Paul 
Sikorski, Gerald W. 
Stewart, Alvin James 
Still, Richard Harry, Jr. 
Swope, Thomas Kendall 
Taylor, Laurence Willett 
Till, Donald Edward 
Vance, Robert Bliss 
Verleni, Thomas 

Voss, William Henry 
Webber, Joe Bill 
Woodruff, James Joseph 
Zimmerman, Willis Walter 
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Arvanetes, Evangelo 
Axelrod, Norman Morton 
Barr, Perry Irwin 


Bender, Charles Robert 
Berger, Joseph 

Berger, Robert 

Bilbow, William Dalton 
Bisk, Martin 

Bradley, Walter Klimash 
Brown, Gary David 

Butz, Robert Earl 

Canaday, Jean Hinman 
Carroll, Edmund Thomas 
Cicero, George Joseph 
Cinelli, Francis Joseph 
Citta, Richard James 

Cleff, Raymond Bernard 
Cohen, Murray Harvey 
Cross, Carl Spencer 

Davis, Francis Edward 
Delio, Frank Anthony 
Depfer, Charles Arthur 
DiMarcangelo, Michael Carmen 
DiSanto, Charles John 
Ditkoff, Jerome Lionel 
Ellick, Bertram Jay 
English, Wayne Ruble, Jr. 
Farrow, Donald Craig 
Fogel, Robert Myron 
Forim, Myron Abraham 
Fucile, Francis Anthony 
Garnsey, Hubert Harold, Jr. 
Gilliss, Alfred Granville, Jr. 
Godorov, Joseph 

Godshall, Carl Gilbert 
Grayson, William Joseph 
Greber, Alvin 

Greenspan, Donald Jay 
Greif, Mildred Cynthia 
Greisman. Paul Arthur 
Gunderman, William Charles 
Haynosch, Charles Joseph 
Heins, Wesley, Jr. 

Hoffler, John G. 

Holt, Michael J., Jr. 

James, Edward Exodus 
Kabel, Sander E. 

Kaplan, Louis Mark 
Kavanaugh, Frederick LeRoy 


Kilonsky, Anthony Francis 
Kilonsky, Francis Anthony 
Kiszonas, Richard Anthony 
Kroser, Albert S. 

Lavin, Edwin 

Levin, Howard 

Levin, William H. 
Liebeknecht, Charles Louis 
Lightstone, Harold. 
LoBello, Salvatore Emanuel 
Lock, Irvin 

Luca, Leo Joseph 

Ludwig, Lawrence Robert 
Martini, Louis William 
McCormick, Russell Dale 
Miller, Royal 

Millman, Julian David 
Morgenthaler, Albert Francis 
Myers, C. Arthur 
Pankovich, John, Jr. 
Patterson, Robert Neil 
Peraino, Vivienne Patricia 
Popowich, Leonard Manuel 
Ringold, Gerald Irwin 
Rodi Alexander Edward 
Scaffidi, Joseph John 
Scalone, Howard Anthony 
Schnellbacher, Emil Elmo 
Seltzer, Stanley Joseph 
Senese, Robert Joseph 
Shkane, Albert Michael 
Smith, Carl Stewart 

Smith, Chester Edward 
Smith, Earl C. 

Snydman, Bernard Gilbert 
Spangler, Martin Luther, Jr. 
Stavrand, Hubert Martin 
Steskel, Henry Franklin 
Tabby, Gilbert Barnet 
Thomas, James Edwin 
Tini, Albert 

Travis, Earle 

Walsh, John James 

Walsh, Joseph A., Jr. 
Wiley, David Edgel 
Zuckerman, Stuart 


“‘flavor-timed’’ dual-action 
CORONARY VASODILATOR 


NITROGLYCERIN — 
0.4 mg. (1/150 grain)—acts quickly 


the entire Dilcoron tablet. 
Average prophylactic dose: 
1 tablet four times daily. 


For continuing prophylaxis patient swallows 


CITRUS “FLAVOR-TIMER” — 
signals patient when to swallow 


PENTAERYTHRITOL TETRANITRATE — 
15 mg. (1/4 grain)— prolongs action 


Therapeutic dose: 
1 tablet held under the tongue until citrus 
flavor disappears, then swallowed. 


Bottles of 100. 
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How, when and where to use electrotherapy in the 
treatment of disease and injury are stressed through- 
out every page of this clearly written manual. 
Physicians and students recognize it as probably 
the most complete manual available for a clear 
understanding of the contributions of electrotherapy 
to diagnosis and treatment. Medical uses and tech- 
nics of application are explained fully and illus- 
trated in detail. The text and illustrations are 
supplemented with 34 helpful tables. 


New. 259 Pages. 167 Illustrations and 1 Plate in Color. 34 Tables. $5.00 


LEA & FEBIGER 


Washington Square 


NEW 1958 BOOK! 


Watkins—A Manual of 
ELECTROTHERAPY 


By ARTHUR L. WATKINS, M.D. 


Assistant Clinical Professor of Medicine, Harvard Medical School; 
Chief of Physical Medicine, Massachusetts General Hospital; 
Medical Director, Bay State Medical 
Rehabilitation Clinic, Boston 


The book is based on the works of the late Dr. 
Richard Kovacs. The material has been re-edited 
and brought up to date in the same lucid style that 
characterized Dr. Kovacs’ writings. The section on 
ultrasound and many other portions of the text are 
new. Other subjects include physical forces in treat- 
ment; radiant energy; infrared, luminous and ultra- 
violet radiation; electrophysics; direct current and 
ion transfer; electrodiagnosis; medical diathermy 
and high and low frequency currents. 


Philadelphia 6, Pa. 


MICRO X-RAY 
RECORDER 


MICROFILMS X-RAYS, CHARTS 
AND ALL HOSPITAL RECORDS 


Check These 
Exclusive 
Advantages 


Two lens—give full 
or 10x 
12” coverage with 
diagnostic detail 
and density for 
physicians’ refer- 
ence. Lightens dark- 
ened or overex- 
posed films by spe- 
cial panel switch. 
1100 to 4400 X-Ray 
films per roll—saves 
you money. Uses 
4 films —let's you 
use spacial films 


@ Post-fistulectomy 


DILATORS 


FOR RECTAL AND VAGINAL USE 


Rectally For: Gently stretch tight, spas- 
© Spastic Constipation tic, or hypertrophic sphinc- 
@ Anal Stricture . . . Prolapse ters. Help train defecation 
© Post-hemorrhoidectomy reflex, reduce tonus, induce 
mild peristalsis. In gradu- 
ated sizes for progressive 


Vaginally For: 
@ Dyspareunia 

@ Vaginismus 

@ Perineal Repair 


for economy. 


therapy. Infants: In flex- 
ible rubber. Children and 
Adults: In bakelite. 


Send for Literature 
Ty F. E. YOUNG AND COMPANY 


8057 Stony Island Ave., Chicago 17, Ill. 


The Micro X-Ray re- ONLY Write for 


corder will pay for it- 
self in space and filing $4 i Q 5 Free Folder 
cabinets saved. 


MICRO X-RAY RECORDER, INC. 


3755 W. LAWRENCE AVENUE 


CHICAGO 25, ILLINOIS 
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By William K. Ishmael, M. D. 


F ARE F.A.C.P. and Howard B. Shorbe, 
M.D., F.A.C.S. 


Designed for patient use, this wide- 
ly-used manual points out in non- 


to—how these strains lead to fa- 
tigue and what the patient can do 
to avoid “a painful back.” 


technical language the stresses and 
strains which the back is subjected 


Photographs, cartoons and exercis- 
es help your patient to visualize his 


condition and aid in gaining his co- 
operation. There is ample room for 
your own specific recommendations. 


CARE OF THE BACK is avail- 
able only to the profession by direct 
subscription or through authorized 


Lippincott representatives. Try a 
sample quantity: $4.00 per dozen. 
Prices for larger quantities will be 


gladly furnished on request. 


24 Pages 


514” x 8” 1953 


Quantity Prices on Request 


Other Lippincott books of special interest to 
the Osteopathic Physician— 


PEDIATRICS—FEdited by 

Donald Paterson, M.D., 

and John Ferguson Mc. 

Creary, M.D. 

654 Pages 192 Figures 

6 Color Plates 1956 
$14.00 


HANDBOOK OF DIFFEREN- 
TIAL DIAGNOSIS — By 
Harold Thomas Hyman, 
M.D. 

801 Pages Over 3200 
Indexed Entries 

2nd Edition, 1957 $8.00 


PRACTICAL GYNECOLOGY 
—By Walter J. Reich, 
M.D. FACS. FICS. 
and Mitchell J. Nech- 
tow, M.D., F.ACS., 
FICS. 


648 Pages 


215 Illustrations 
17 Color Plates 


2nd Edition, 1957 
$12.50 


PEDIATRICS 
ULCERATIVE COLITIS 


J. B. LIPPINCOTT COMPANY, 
East Washington Square, Philadilphia 5, Pa. 
In Ganada—4865 Western Avenue, Montreal 6, P.Q. 


Please enter my order and send me: 
C) GARE OF THE BACK..... 


PRACTICAL GYNECOLOGY 


PHILADELPHIA 
MONTREAL 


ULCERATIVE COLITIS— 
By Harry E. Bacon, 
M.D., Se.D., LLD., 
F.A.CS., F.A.P.S., with 
Contributions by Paul 
T. Carroll, M.D., and 
LeRoy W. Krumper. 
man, M. 
395 
184 Illustrations 
1 Color Plate 1958 
$15.00 


Prices on 


$! 
(1) HANDBOOK OF DIFFERENTIAL DIAGNOSIS...... $ 8.00 


(0 Charge 


Convenient 
Monthly Payments 


Payment Enclosed 


Changes of address and 


new locations 


Ackley, Eugene E., from Cleveland Heights, Ohio, to 918 F, 
152nd St., Cleveland 10, Ohio 

Allen, Paul van B., from 1500 N. Delaware St., to 4425 N. 
Meridian St., Indianapolis 8, Ind. 

—— A. Joseph, from Skokie, IIl., to 410 Main St., Edmore, 

ic 

Atkinson, John T., from 5475 Angus Drive, to 5970 Granville 
St., Vancouver, B. C., Canada 

Austin, Robert L., from 15045 E. Alondra Blvd., to 15033 E. 
Alondra Bivd., La Mirada, Calif. 


a Henry I., from Box 506, to 107 E. Hurst Blvd., Hurst, 

exas 

Bennett, Frank M., from 567 S. Kensington Ave., to 1758 
Wright Ave., Rocky River 16, Ohio 

Black, Florus R., from Chicago, Ill., to 415 S. Park St., Kala- 
mazoo 45, Mich. 

Bock, Anthony E., from Flint, Mich., to 1199 E. Mount Morris 
Road, Mount Morris, Mich. 


Caton, James W., from 42 N. Seventh St., to 133 S. Seventh 
St., McConnelsville, Ohio 

Charnov, Paul K., PCO ’57; Detroit Osteopathic Hospital, 
12523 Third Ave., Detroit 3, Mich. 

Clark, Lester L., Jr., from Newark, Calif., to 418 W. Harding 
Way, Stockton 4, Calif. 

Claytor, Robert K., from Plymouth, Calif., to Box 302, Ione. 
Calif. 

Cox, George E., from Waltham, Mass., to 180 Trapelo Road, 
Box C, Waverly 78, Mass. 

Culotta, Peter David, from 1130 W. Olive Ave., to 1013 W. 
Olive Ave., Burbank, Calif. 


Dale, David W., from 702 Bigelow Bldg., to 800 Madison St., 
Seattle 4, Wash. 


Ewers, Duane E., from Westminster, om. to 2031 W. Comp- 
ton Blvd., Gardena, Calif. 


Fagen, Lester P., from Phoenix, Ariz., to 7827 Agnew Ave., 
Los Angeles 45, Calif. 

Fender, James L., from Woodsfield, Ohio, to North Madison, 
Ohio 

Finazzo, Salvatore J., CCO ’57; Chicago Osteopathic Hospital, 
5250 S. Ellis Ave., Chicago 15, Ill. 

Flicker, Jerome I., from Philadelphia, Pa., to Cherry Hill Apts., 
Merchantville, 


Gautschi, William W., from Compton, Calif., to Gautschi Medi- 
cal Group, 4052 E. Whittier Blvd., Los Angeles 23, Calif. 

Gilman, Leon, from 3726 W. Roberts St., to 5141 N. 69th St. 
Milwaukee 18, Wis. 

Goldberg, Jerry, from Brooklyn, N. Y., to 21-10 163rd St., 
Whitestone, N. Y. 

Gomoll, Eldon Lee, from 165 George St., to 2525 W. Jefferson 
Ave., Trenton, Mich. 

Gonzalez, Arturo, from 105 E. Ohio St., to 717 E. Jefferson 
St., Clinton, Mo. 

Gonzalez, Julian J., from 2128 E. First St., to 2001 E. First St., 
Los Angeles 33, Calif. 

Graff, John F., from Cape Girardeau, Mo., to 4812 Fourth St. 
N. W., Albuquerque, N. Mex. 


Haber, Maurice S., from 11316 Blix St., to 7726 Atoll Ave. 
North Hollywood, Calif. 

Hardin, J. Ella, from Durham, N. C., to 705 E. King St., 

Boone, N. C. 

Hatch, Loren L., from Chamblee, Ga., to Dallas Hospital, Dal- 
las, Ga. 

Hendricks, Frank J., from Detroit, Mich., to 7662 Winona, 
Allen Park, Mich. 

Huetson, Ward L., from 312 W. Sears, to 112 N. Burnett Ave., 
Denison, Texas 

Hull, Helen F., frorn Box 2035, to Bin 1050, Carmel, Calif. 
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Ilowite, Norman H., from 2340 Linwood Ave., to 1563 Center 
Ave., Fort Lee, N. J. 
Irinyi, E. T., from Milwaukee, Wis., to Stewartsville, Mo. 


Kjerner, Samuel H., from Mission, Kans., to 4940 Rainbow 
Blvd., Kansas City 3, Kans. 

Kramer, Stephen W., from Willowick, Ohio, to 501 E. 260th 
St., Euclid 23, Ohio 


Latta, Richard S., from Chester, Pa., to 161 Church St., New 
Milford, Pa. 

Legg, William J., from Box 866, to Box 696, Gashland, Mo. 

Lesslie, Starr, from 14008 Ventura, Blvd., to 4033 Weslin Ave., 
Sherman Oaks, Calif. 

Levy, Ronald R., from Santa Monica, Calif., to 3030 Sawtelle 
Blvd., Los Angeles 66, Calif. 

Love, John Edward, from 815 Woodworth Ave., to 1406 Po- 
tomac Ave., Dormont, Pittsburgh 16. Pa. 

Lucie, James R., from Box B, to 68 S. Third Ave., Fruitport, 
Mich. 

Ludwig, Birney Leo, from 921 S. Rochester Road, to 83 E. 
Avon Road, Rochester, Mich. 

Ludwig, E. E., from 921 S. Rochester Road, to 83 E. Avon 
Road, Rochester, Mich. 

Lyon, H. W., from 921 S. Rochester Road, to 83 E. Avon Road. 
Rochester, Mich. 


Mannarelli, A. A., from Grove City, Pa., to Kirksville Osteo- 
pathic Hospital, 800 W. Jefferson St., Kirksville, Mo. 
Mason, L. B., from Winnipeg, Man., Canada, to Forster Lodge, 
St. George, Barbados, B. W. I. 

McCallion, William P., from Dearborn, Mich., to 8349 Wiscon- 
sin Ave., Detroit 4, Mich. 

McClimans, Robert A., from Dallas, Tex, to 6275 39th St., 
Groves, Texas 

Morgan, H. Don, from Tipton, Okla., to Box 269, Madill, Okla. 

Mylar, Kenneth R., from 5327 E. 20th St., to 7730 E. 25th 
Place, Tulsa 14, Okla. 


Nagy, Carl, from 165 George St., to 2525 W. Jefferson Ave., 
Trenton, Mich. 


Pettapiece, Harry J., from 1120 E. Broward Bivd., to 3020 N. 
Federal Highway, Fort Lauderdale, Fla. 

Price, Everette L., from Grand Junction, Colo., to Livermore, 
Ky. 


Ravetz, Robert S., from 49th & Locust Sts., to 5519 Beaumont 
Ave., Philadelphia 43, Pa. 

Richardson, D. A., from 2271%4 N. Main St., to 204 N. St. Paul 
St., Austin, Minn. 

Richardson, Lois, from 22714 N. Main St., to 204 N. St. Paul 
St., Austin, Minn. 


Sanders, H. W., from El Paso, Texas, to Box 812, Morton, 
Texas 

Sanders, Raymond C., from Simla, Colo., to Bismarck, Mo. 

Schaffer, George R., Jr., from 1303 Wealthy St., S. E., to 1955 
Boston St., S. E., Grand Rapids 6, Mich. 

Schenkman, George, from 609 E. Manchester Ave., to 625 E. 
Manchester Ave., Los Angeles 1, Calif. 

Schoolcraft, Frank L., from 2838 S. Buckner Blvd., to 7411 
Scyene Road, Dallas 17, Texas 

Selnick, William B., from Bay Village, Ohio, to 22204 Lorain 
Road, Fairview Park 26, Ohio 

Sherwood, Gordon F., from 1475 Oak St., to 1043 E. Weber 
Road, Columbus 11, Ohio 

Short, James Mack, from Turley, Okla., to 5914 N. Peoria 
Ave., Tulsa 6, Okla. 

Skinker, Thomas M., from Flat Rock, Mich., to 29435 Adams 
Drive, Gibralter, Mich. 

Smock, Anna M., from 703 Lorraine Blvd., to 957 S. Menlo 
Ave., Los Angeles 6, Calif. 

Spanos, Michael G., from Bradford, Tenn., to 818 Skinner 
Drive, St. Albans, W. Va. 

Spurgeon, Patricia, from Miami, Fla., to 17215 Pennington 
Drive, Detroit 21, Mich. 

Stanley, Henry S., from 2515 E. Jefferson Blvd., to 3204 Boyn- 
ton Ave., South Bend 15, Ind. 
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Can You Beat It? 
A Genuine "Whirlwind" Heavy-Duty Pump 


Wherever you need suction or pressure, you need this 
little giant. Built for rugged, continuous duty in surgi- 
cal or nursing service. Extremely quiet for use in wards 
or multiple-bed rooms. 30-lb. pressure, 27” vacuum. 
Complete with regulators, gauges, automatic oiler, safety 
trap for liquids, thermal cutoff, filter, muffler, stand, 
l-gallon receiver bottle with separable connectors, elec- 
tric cord with line switch, Williams suction 

ber tubing. 

The stand has stainless steel top and shelf, a drawer for 
accessories, four swivel casters. 


Whirlwind Portable Pump only, without stand.. $79.50 
Either of above with oil-less pump, add......... $25.00 


Complete, illustrated circular on Whirlwind pumps and 
accessories upon request. 


GUARANTEED FOR 3 YEARS 


against mechanical failure. In event of breakdown, you 
pay only for parts. 


AVAILABLE ONLY AT 


9 


COMPLETE HOSPITAL AND SURGICAL SUPPLY 


609 College St. Cincinnati 2, O. 
STORES IN CINCINNATI, DAYTON AND COLUMBUS 
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Posture isa rws 


YOU CAN GET FROM SLEEPING... 
THAT’S WHY IT’S WISE TO SLEEP ON A 


POSTUREPEDIC 


Uniformly firm, 
Sealy Posturepedic 
keeps the spine 
level. Healthfully 
comfortable, it 
permits proper 
relaxation of 
musculatory system 
and limbs. 
Exclusive “live- 
action”’ coils 
support curved, 
fleshy contours of 
the body, assuring 
relaxing rest that 
you know is basic 
to good health ... 
and good posture. 


Look better, par 
ter! You noturally wi 
when you sleep on a 
Posturepedic! 


You stand slumped, 
feel older when you 
sleep on a mattress 
you sink into. 


So that you as a physician can judge 
the distinctive features of the Sealy 
Posturepedic for yourself before you 
recommend it to your patients, Sealy 
offers a special Doctor’s Discount on 
this mattress and foundation, when 
purchased for your personal use. 
©Sealy, Inc., 1958 


SEALY MATTRESS COMPANY - 666 Lake Shore Drive, Chicago 11, Illinois 


PROFESSIONAL 
DISCOUNT 


oF $39 


LIMIT OF ONE FULL OR 
TWO TWIN SIZE SETS 


Please check preference. RETAIL PROFESSIONAL 
Posturepedic Mattress each $79.50 (add state $60.00 


Posturepedic Foundation each $79.50 tax) 
1 Full size ( ) ITwinsize( ) 2 Twin size( ) 


Enclosed is my check and letterhead. Please send my Sealy 
Posturepedic Set (s) to: 


cary ZONE STATE 
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Stanton, Frank D., from Boston, Mass., to 185 Edgehill Road, 
Sharon, Mass. 

Taylor, Robert L., from 241 Glendale, to Box 3551, Highland 
Park 3, Mich. 

Tibbles, L. D., from Box 467, to Box 757, Heppner, Ore. 

Via, James H., from 1107 Main St., to 1010 Main St., Blue 
Springs, Mo. 

Wilkes, John V., from 921 Rochester Road, to 83 E. Avon 
Road, Rochester, Mich. 

Wintermute, Dean E., from Des Moines, Iowa, to 2724 West 
Haven Village, Amarillo, Texas 


Applications 
for membership 


ALASKA 
Sutherland, W. G., (Renewal) 511 Fourth Ave., Anchorage 


CALIFORNIA 
Relich, Victor, (Renewal) 11272 San Pablo Ave., El Cerrito 
Williams, Aubrey D., (Renewal) 861 Lincoln Road, Newark 
Schulman, Samuel Louis, (Renewal) 9058 E. Washington Blvd., 
Rivera 
COLORADO 
Omer, Richard L., (Renewal) Tenth Avenue Clinic, 1548 Tenth 
Ave., Greeley 
FLORIDA 


Mulhollan, Warren B., (Renewal) 1762 N. Fort Harrison Ave., 
Clearwater 

Grassin, Frederick A., (Renewal) 510 Church Ave., Dade City 

Saber, Robert H., Major, (Renewal) Box 548, Hallandale (In 
military service) 

Mays, Robert C., (Renewal) 7290 46th Ave., N., St. Peters- 
burg 9 

INDIANA 

Knox, Robert M.. South Bend Osteopathic Hospital, 2515 E. 

Jefferson Blvd., South Bend 15 


MICHIGAN 
Renner, M. Bruce, (Renewal) 231 Paris, S. E., Grand Rapids 3 


MISSOURI 
Castle, William G., (Renewal) 918 S. Osteopathy Ave., Kirks- 
ville, Mo. 
Sutter, Robert F., (Renewal) Savannah 
Briggs, J. E., (Renewal) Wheatland 
NEW JERSEY 
Wilson, P. D., (Renewal) 190 Harding Ave., Clifton 


NEW MEXICO 
Bigsby, Jennie, 7208 Central Ave., Albuquerque 
NEW YORK 
Hirschberg, Herman G., (Renewal) 2501 Nostrand Ave., 
Brooklyn 10 
Price, Morton F., (Renewal) 88-22 Parsons Blvd., Jamaica 


OHIO 
Hardin, Thomas F., Jr., Grandview Hospital, 405 Grand Ave., 
Dayton 5. 
Blackann, H. C., Jr., (Renewal) North Jackson 
OKLAHOMA 
Kincade, Paul A., (Renewal) 218-19 First Natl. Bank Bldg., 
Bartlesville 
Gaddy, Frank C., (Renewal) 3620 E. 15th St., Tulsa 12 
PENNSYLVANIA 


Sarafian, Albert D., (Renewal) State Road & Rogers Ave., 
Bywood, Upper Darby 


WASHINGTON 
Eyer, John A., (Renewal) 3059 Beacon Ave., Seattle 44 
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Aloe, A. S., Co., 113 

American Cyanamid Co., 6 

American Optical Co., 90 

American Osteopathic Association, 69, 101, 
115 

Ames Co., 82 

Armour Laboratories, 42-43 

Arnar-Stone Laboratories, Inc., 127 

Ayerst Laboratories, 18-19, 84, 95 


Baker, The, Laboratories, Inc., 59 

Baum, W. A., Co., 85 

Baxter, Don, Inc., Insert Between 96-97 
(Western States only) 

Becton-Dickinson & Co., 46 

Birtcher Corporation, 87 

Borcherdt Malt Extract Co., 117 

Borden Co., 77 

Bristol Laboratories, 16-17, 62-63, Insert 
Between 16-17, Insert Between 56-57 

Bristol-Myers Co., Cover II 

Burdick Corporation, 80 

Burroughs Wellcome & Co., Inc., 70, 116 

Burton, Parsons & Co., 111 


Carnation Co., 36 

Chatham Pharmaceuticals, Inc., 91 
Chicago Pharmacal Co., 92 

Ciba Pharmaceuticals, Cover IV 
Cole Chemical Co., 56 

Colwell Publishing Co., 127 


Dartell Laboratories, 108 
Desitin Chemical Co., 97 
Doho Chemical Corp., 32 
Dome Chemicals, Inc., 105 
Drew Pharmacal Co., 103 


Eaton Laboratories, 8, 33, 93, 107 
Esta Medical Laboratories, Inc., 118 


Fischer, H. G., & Co., 113 
Fleet, C. B., Co., Inc., 26 


Geigy Pharmaceuticals, Insert Between 
40-41 

Gerber Products, 49 

Gomco Surgical Mfg. Co., 13 


Holland-Rantos Co., Inc., 47 


Kinney Co., 99 
Kremers-Urban Co., 104 


Lakeside Laboratories, Inc., 48. 
Lea & Febiger, 123 

Lederle Laboratories, 75 
Leeming, Thomas, & Co., Inc., 79 
Lilly, Eli, & Co., 76 

Lippincott, J. B., Co., 124 

Loma Linda Food Co., 10 
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Maltbie Lab. Div. (Wallace & Tiernan, 
Inc.), 21 

Massengill, S. E., & Co., Insert Between 
80-81, Insert Between 112-113 

McNeil Laboratories, Inc., 24, 65, 96 

Mead Johnson & Co., 55, 67 

Merck, Sharp & Dohme, Inc., 44-45 

Merrell, William S., Co., 4 

Micro X-Ray Recorder, Inc., 123 

Mutual Benefit Life Ins., The, Co., 23 


National Drug Co., 68 
New York Pharmaceutical Co., 119 


Organon, Inc., 102 
Ortho Pharmaceutical Corp., 71 


Parke, Davis & Co., 51, 53 

Parker, White & Heyl, Inc., 110 
Pelton & Crane Co., 83 

Pet Milk Co., 128 
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Professional Printing Co., 112 
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Robins, A. H., Co., 78 

Roche Laboratories, Insert Between 32-33 
Roerig, J. B., & Co., 7 

Rorer, William H., Inc., 94 


Sandoz Pharmaceutical Co., 98 

Saunders, W. B., Co., Cover I, 115 

SchenLabs Pharmaceuticals, Inc., 60, 109, 
121 

Schering Corporation, 3, 114 

Schmid, Julius, Inc., 20, 54 

Sealy, Inc., 126 

Searle, G. D., & Co., 5 

Sherman Laboratories, 100 

Shield Laboratories, 50 

Smith-Dorsey, 61 

Smith, Kline & French Labs, 27, 40, 72 

Squibb, E. R., & Sons, 58 

Standard Laboratories, Inc., 38-39 

Stuart Co., 28-29, 66, 106 


Tutag, S. J., Co., 120 
U. S. Vitamin Corp., 86 
Vitaminerals, Inc., 15 


Wallace Laboratories, 9, 25 
Warner-Chilcott Laboratories Div., 1, 14, 

White Laboratories, 57 

Whittier Laboratories, Inc., 113 
Winthrop Laboratories, 11, 52, 122 
Wocher, Max, & Sons, 125 

Wyeth Laboratories, 12, 74 


Yorktown Products Corp., 64 
Young, F. E., & Co., 123 


QUICK 
RELIEF 


AEROSOL 


Quick Topical Anesthetic for Office Use 


Published clinical reports show nothing re- 
lieves surface pain and itching like Ameri- 
caine . . . because only Americaine contains 
20% dissolved benzocaine. Americaine relieves 
fast, sustains relief from 2 to 6 hours. In Oint- 
ment or handy Aerosol Spray for office use. 
Write for details. 


ALSO FOR: 


Burns 

Abrasions 
Hemorrhoids 
Post-Episiotomies 
Dermatoses 


ARNAR-STONE LABORATORIES, INC. 
Mount Prospect, Illinois 
in Canada: Brent Laboratories Ltd., Toronto 


DAILY LOG 


RECORD BOOK FOR PHYSICIANS 


TO DOCTORS JUST 
STARTING IN PRACTICE 


Get a businesslike start with the effi- 
cient and easy-to-use DAILY LOG 
financial record system . . now 
available to doctors entering private 
practice at a LOW INTRODUCTORY 
PRICE. No bookkeeping training 
needed. Satisfaction guaranteed. 


WRITE FOR DAILY LOG INTRODUC- 
TORY OFFER FOR PHYSICIANS AND 
FREE RECORD SUPPLIES CATALOG 


COLWELL PUBLISHING CO. 


265 UNIVERSITY AVE. CHAMPAIGN, ILL. 
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THE PROOF OF THE PROTEIN 
IS IN THE GROWING 


It is generally recommended that the protein intake of the 
formula-fed infant should be higher than that of his 
breast-fed contemporary. 


The good growth made by 50 million babies raised on 
evaporated milk formulas during the past 30 years attests to 
the soundness of this recommendation. For evaporated milk 
does provide the higher level of protein recommended 

when formulas derived from cows’ milk are fed to babies. 


Beyond that, evaporated milk permits greater flexibility 
than any ready-made preparation for infant feeding. It gives 
the physician freedom to specify type and amount of 
carbohydrate . . . to adjust degree of dilution . . . in fact to 
fit the feeding mixture to the individual needs of each baby. 
And, specially processed for infants, evaporated milk is always 
safe, uniform, easily digested. 


50 million times, physicians have specified evaporated 
milk for babies. 


PET EVAPORATED MILK 


PET MILK COMPANY *ARCADE BUILDING «ST.LOUIS I, MISSOURI 


128 Journat A.O.A. 
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| proof, vest-pocket 1-5 microns range 
| size dispensers. Riker Squeeze bulb nebulizers............ 23 mcg. drug/dose 
1-5 microns range 


For Ample Air Right Now! 


and other Allergic States 


Medihaler-EPI’ 


For quick relief of bronchospasm of any origin. More rapid 
than injected epinephrine in acute allergic attacks. 
Epinephrine bitartrate, 7.0 mg. per cc., suspended 
in inert, nontoxic aerosol vehicle. Contains no alco- 
hol. Each measured dose 0.15 mg. epinephrine. 


Medihaler-ISO° 


Unsurpassed for rapid relief of symptoms of asthma and 
emphysema. 

Isoproterenol sulfate, 2.0 mg. per cc., suspended in 
inert, nontoxic aerosol vehicle. Contains no alcohol. 
Each measured dose 0.06 mg. isoproterenol. 


Nothing Is Faster 


Nothing is More 
Effective 


Photomicrograph 
assures particle size for ing uniformi a 
| more active medication per grid lines represents 10 

dose...no large particles to 

90% of MEDICATION 

in 1-5 micron diameter particles 
THE MEDIHALER® 99.9% of PARTICLES 
PRINCIPLE in 1-7 micron diameter range 

means automatically New Improved Premicronized Medihaler suspension 

...55 meg. drug/dose 1-5 microns range 

proof, leak proof,shatter- Old type aerosol solution........... 10-12 meg. drug/dose | 


LOS ANGELES 


i 

| 

| 
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Documentary Case History... 


Hypertension controlled 


for four years with 


(reserpine CIBA) 


K. C., a 67-year-old retired shirt manufacturer, had a 
16-year history of hypertension, was troubled by recur. 
rent dizzy spells and headaches. “‘I’d get several attacks 
a day. ... Usually I’d go into the bedroom and lie down.” 
Serpasil therapy was started four years ago, effecting a 
gradual reduction of the patient’s initial blood pressure 
of 220/120 mm. to the present 140/80. Now well and 
asymptomatic, “. . . I’m able to go to matinees and see 
some of the TV shows.” 

SUPPLIED: Tastets, 4 mg. (scored), 2 mg. (scored), 1 mg. 
(scored), 0.25 mg. (scored) and 0.1 mg. 

Exrxirs, 1 mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 


PARENTERAL SOLUTION: Ampuls, 2 ml., 2.5 mg. Serpasil per ml. 
Multiple-dose Vials, 10 ml., 2.5 mg. Serpasil per ml. 


ENVIRONMENTAL ENDOGENOUS 


Hypertension controlled through ee XN L 
SYMPATHETIC REGULATION ae 


Serpasil shields the psychic and somatic 
reaction centers from emotional and 
environmental stress stimuli, thereby 
inhibiting the discharge of vasoconstrictive 
impulses through the sympathetic nerves. 


Adapted from Moyer, J. H., Dennis, E., and Ford, R.: 
Arch. Int. Med. 96:530 (Oct.) 1955. 
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